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Abstract
Managerial work in National Health Service takes place in a highly complex and 
volatile emergent context. National Health Service senior managers play a 
crucial role in implementing structural and cultural change. They make sense of 
their social, political work environment and their expectations for role efficacy in 
an individual and highly contextual manner. It is increasingly vital for those 
responsible for major organizations to understand and manage organisational 
processes such as directing senior managers more effectively to better enhance 
organisational capability.
This study adopts a social constructionist interpretive approach to identify the 
unique constructs senior managers use to describe the facilitative and inhibitory 
contextual factors influencing role efficacy. A repertory grid technique 
developed by George Kelly (1955) and based on his Personal Construct Theory 
is applied to a group of National Health Service senior managers at a large 
District General Hospital to elicit their unique constructs.
The study reveals that senior managers believe leadership, team effectiveness 
and clarity of role and organisational strategic objectives are vital to their role 
efficacy as change managers. These findings corroborate those of extant 
literature that has explored factors conducive to change, innovation and 
entrepreneurship. This study makes a unique contribution to change 
management literature by presenting rich qualitative descriptions in the words of 
the senior managers.
The study also endorses the repertory grid technique and underlying Personal 
Construct Theory as productive and appropriate frameworks for use in 
management research to access valuable tacit knowledge and eliminate 
researcher bias. These results contribute to the growing body of literature that
associates organisational effectiveness with senior and middle manager role 
efficacy. Suggestions are made for further research.
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Chapter 1 Introduction
1.1. Introduction
The world today is characterised by globalisation, digitalisation, individualisation, 
demographic shifts, and ecological and social capital degradation (Appendix A & 
B). The macro business environment can readily be described as turbulent and 
subject to high velocity change. The imperatives of organisational survival and 
growth, increasing governance and consumer demand for quality and 
satisfaction dominate at organisational level. “The pace of change is somehow 
faster, the frequency and amplitude of restructuring and reforming are 
significantly greater, and the pathways of emerging futures seem to be less 
predictable than they were in earlier times.” (Scharmer, Arthur, Day, Jaworski, 
Jung, Nonaka, & Senge, 2001).
The National Health Service (NHS) is a highly politicised institution in the United 
Kingdom (UK); it has not escaped these global environmental influences. 
Radical change is occurring in private and public health organisations worldwide. 
Just as private business is accountable to share holders; public institutions are 
accountable to the public for standards of care delivered (citizen-centric 
orientation) and value delivered for the public tax £.
1.2. Evolution of National Health Service
The NHS as an organisation has undergone continuous change since its 
inception in 1948, influenced by complex political, social and economic issues. 
Early changes such as the Hospital Building Plan (1962) and the NHS Act (1973) 
marked the beginning of a continuous process of system change and evolution 
which has steadily gathered pace. In the 1980s the Conservative government
stimulated transformation with radical managerial and structural redesign and 
today Labour is driving development of quasi-autonomous foundation trusts and 
adoption of private sector business norms. Most recent legislation places 
emphasis on public and private partnerships, continuous quality improvement, 
patient choice, and role flexibility (Brooks & Berman Brown, 2002). A 
comprehensive account of the evolution and macro external context of the NHS 
is presented in Appendices A & B.
Controlling costs while improving quality and access are the major challenges 
facing all healthcare systems including the NHS. Motivating change in the NHS 
is difficult; the economic sanctions of the private sector with threats of liquidation 
do not apply. The NHS must continue to exist but cannot continue to be driven 
exclusively by demand at enormous and ever increasing cost. The Health 
Service Journal (28*  ^March 2007 11:14) reported the NHS deficit at £547 million 
in 2006.
Change thus, is imperative; clinical quality must be coupled with ever improving 
corporate performance management, robust fiscal control, sound infrastructure, 
innovative information systems, and leadership and management capabilities 
must be harnessed to achieving a new, modern, dependable NHS.
In this quest for improved performance and customer satisfaction, more efficient 
use of resources and an organization more responsive to the changing 
expectations of the public the NHS has employed Total Quality Improvement 
methods, business process engineering, and taken advantage of work done in 
other countries notably the Institute for Healthcare Improvement (IHI) and the 
Institute of Medicine from the USA (United States of America) and the local and 
international for-profit sector. There is currently a drive towards ‘lean working in 
hospitals’.
Substantial cultural change is required hand-in-hand with radical restructuring of 
service delivery processes at a national, regional and local level. Erosion of role 
boundaries and extension of many traditional professional roles is inevitable. 
Garside (1998) describes the Government quality improvement and governance 
imperatives as pushing a ‘top down’ process for change. She provides a 
pragmatic interpretation of change management as a link between the vision of 
the organisation and its working (processes) by which strategy is implemented 
and change and learning can occur (Garside, 1998).
The rate and pace at which organisational transformation is occurring is 
phenomenal and the effects of change are compounded by stringent fiscal 
restrictions. It is increasingly important for those responsible for major 
organisations such as the NHS to understand and manage organisational 
change processes more effectively to enhance the capability of the organisation. 
Leaders and managers must have the capacity to sense and seize emerging 
opportunities as organizations evolve.
1.3. Responsibility for Organisational Change Processes
Currently the Government allocates funds to the NHS via taxation. The 
Department of Health (DOH) provides the strategic direction, resources and 
national standards to run and continuously improve the NHS, public health and 
social care services. At Trust level an Executive Management Board is 
accountable to the Trust Board for achieving the Trust's activity, service delivery 
and financial management performance targets and plays a significant role in 
developing the long-term strategic direction of the Trust. Structurally an acute 
Trust is organised in a number of clinical and support directorates. A detailed 
description of the NHS corporate and management structures is presented in 
Appendix B.
Executive Directors thus are responsible for the general management and 
operation of the Trust. They have responsibility for designing formal governance 
mechanisms and performance standards at local level but they share with senior 
managers the responsibility of embedding continuously improving management 
and governance processes in the every day working of the service. They declare 
the strategic objectives but senior and middle managers must translate 
corporate objectives into specifics that front line staff can readily embrace. 
Senior managers must translate the lofty acronyms (performance targets, cost 
improvement plans, financial recovery plans, clinical and corporate governance) 
to specific actions (Jancsak, 2000; Katzenbach, 1997).
While it is relatively easy to understand the role of executive and frontline 
managers, it is more difficult to conceptualise the senior management role 
(Nonaka & Takeuchi, 1995). Globally senior and middle managers were 
somewhat depreciated during the 1980s and 1990s and frequently portrayed as 
obstructive and resistant to change. As such they were extensively subjected to 
downsizing (Huy, 2001 ; Scarborough & Burrell, 1996; Dopson & Stewart, 1990).
The critical role of senior and middle managers has more recently become 
subject to increasing scrutiny and research (Currie and Proctor, 2005; Floyd & 
Wooldridge, 2000,1997, 1994,1992; Dopson and Stewart, 1993; Nonaka, 1994, 
1991, 1988b; 1990; Dutton and Ashford, 1993; Wooldridge and Floyd, 1990). 
There is increasing interest in their re-emerging leadership and management 
roles In influencing strategic processes. In traditional and more stable business 
environments, mental, social and generative processes were considered 
peripheral. However, in today's' more organic and dynamic business 
environments intangible resources, relationships and human action are 
increasingly considered core to harnessing economic growth and sustainability. 
The NHS provides a fertile ground for organisational development and change 
management research.
This research attempts to increase understanding of the senior manager role in 
the current NHS by seeking insight into the human element of the role context in 
which they interact at work to motivate themselves and others to attain national 
and corporate performance targets and improve access and quality of care 
under harsh fiscal restrictions. Deeper insight into factors that promote senior 
NHS manager role efficacy will help in harnessing the human element of 
production and service and ultimately increase organisational efficiency and 
growth.
1.4. Defining the Research Problem
Definition of the problem in an interpretative, phenomenological study arises 
from the specific interest of the researcher, the unique context of perceived 
problems and extensive reading around the subject. A detailed explanation of 
interpretative, phenomenological perspectives can be found in Chapter 4.
As a senior manager in the for-profit and public sector healthcare service 
industry here and abroad over the past two decades, with personal experience 
of incorporating governance and performance standards from various 
accrediting bodies (Joint Commission International Accreditation {JCIA}, 
Department of Health {DOH}, Health Care Commission {HCC}), the NHS 
environment provides a unique and intriguing backdrop for investigating 
ieadership and management for change. People drive change. Organisations 
are comprised of and driven by people. Managers and leaders are responsible 
for driving change. Management and leadership are social processes.
Managerial role effectiveness is viewed as a socially constructed phenomenon 
aimed at achieving organisational goals through others (Cammock, Nilakant, & 
Dakin, 1995). They developed a lay model of managerial effectiveness and 
conceptualise the most effective manager as maintaining the big picture, taking
a broad and objective organisational view, balancing conflicting priorities, 
maintaining and supporting contact and communication with other colleagues, 
concerned with the whole organisation, flexible, creative and risk taking, and 
concerned with the overall effectiveness of their line reports rather than 
micromanaging.
1.4.1. Senior Manager Role Context
Politicians and the Department of Health decide the strategic direction, set policy, 
guidance and performance objectives for NHS leaders to translate into 
operational terms at the care-face. Executive managers in local organisations 
are required to create sustainable and creative strategies to lead service re­
engineering and quality improvements while adhering to the overriding political 
plan from central government. Arguably, senior managers are uniquely placed 
between executive managers, the frontline staff and the customers to harness 
individual knowledge and creativity to deliver organisational learning, which will 
sustain continuous clinical and fiscal quality improvements (Floyd & Wooldridge, 
1997, Nonaka & Takeuchi, 1995).
Senior NHS managers involved in these change processes are the focus of this 
study. Most management literature focuses on executive management and its 
decision-making core within the strategy process (Pappas, Flaherty, & 
Wooldridge, 2004; Nonaka & Takeuchi, 1995). Definitions of ‘executive’ 
managers are clearly defined; however, no universally accepted definition of 
‘senior’ or ‘middle’ manager exists. Moreover many studies refer to middle 
management when referring to those managers reporting to the top or executive 
managers. For this research the term ’senior’ manager is used throughout to 
denote those NHS managers reporting directly to NHS executive directors 
because ‘senior’ manager is the term used commonly in the NHS and within 
large national organisations where many layers of management exist. When
referring to studies consulted in the literature search the term adopted is that 
used in each source document.
From a personal broad international and for-profit business perspective, it is 
personally interesting to observe how senior managers, with no experience 
outside of the NHS perspective, interpret their work context and roie in 
attempting to incorporate top down changes into operational practice and 
sustainable organisational learning and development. From my relatively unique 
perspective, and having a relatively high degree of personal insight into the NHS 
history and current reforms, I can empathise with the current extremely 
challenging role of executive and senior leaders in the NHS today.
Interestingly, while numerous studies expound elements of the executive, senior 
and middle manager role, including knowledge integration, degree of exposure 
to strategic decision-making and performance, few concentrate on the social 
context in which they are required to facilitate organisational change. Those 
studies that do are almost exclusively confined to non-healthcare businesses. It 
is apparent therefore that there is an absence of research in this area.
1.5. Research Question
The Question, which arises from the researcher's operational context and the 
literature review is:
What are the contextual factors that contribute to senior manager efficacy 
in attaining performance targets and implementing governance in a large 
NHS hospital trust?
1.6. Summary
In summary this study employs a descriptive / interpretativist approach to reveal 
the constructs senior managers use to describe the contextual factors which 
affect their role efficacy in attaining performance and fiscal targets and 
implementing governance. The following chapters describe current knowledge of 
organisational and cultural change and the process designed to explore senior 
managers' role perceptions and elicit the most favorable conditions for role 
optimization.
1.6.1. Chapter Arrangement
Chapter 2 contains a general discussion of imperatives for organisational and 
parallel cultural change in healthcare. The radical organisational and culture 
changes in the NHS are discussed with particular emphasis on the influence the 
current macro and micro context and the processes of change management. A 
process, context and content model for organisational change is elaborated. 
Inhibitory and facilitative contexts for success or failure in accomplishing change 
begin to emerge.
Chapter 3 describes the evolution of ‘management’ within the NHS, the 
fluctuating importance of managers and the evolution of NHS manager role from 
administrator to leader. The specific role of an NHS senior manager, including 
performance management and control; strategic change champion; major 
contributor to superior organisational performance; entrepreneur; information 
synthesiser and facilitator of organisational learning and adaptation is elaborated 
with reference to current research literature. The social nature of management is 
explored in relation to their socio-political role context. Positive influences and 
barriers to successful change management are again highlighted.
Chapter 4 describes this study’s epistemological basis namely Phenomenology 
and Constructivism and elaborates on conceptual and theoretical approaches 
closely related to the theme of change management as experienced by the NHS 
senior manager. In particular the significance of Personal Construct Theory to 
this work is discussed.
Chapter 5 defines the research question and objectives and explains in detail 
the research design and repertory grid technique chosen to elicit senior 
managers’ perceptions. Confidentiality, ethical considerations and reliability and 
validity issues are described.
Chapter 6 describes the research findings beginning with a detailed description 
of a typical completed repertory grid and followed by a descriptive analysis of 
multiple grids and taped interviews. The exercise to establish categories from 
the large quantity of data is explained in detail and the final theory based 
categories {planning, leading, organising and controlling) exposed.
Chapter 7 uses these theory based categories; planning, leading, organising 
and controiiing as a framework to reveal and organise senior managers’ 
perceptions of the contextual factors contributing or impeding their efficacy in 
implementing performance targets and governance in a large NHS hospital trust. 
Liberal use is made of direct quotations. Senior manager group comparisons are 
drawn, their priorities discussed and gaps in managers’ and organizational’ 
perceptions of the value attributed to role contexts is expounded.
Chapter 8 draws conclusions from the findings and highlights the limitations of 
this research are outlined. Recommendations for further research are made.
Appendices A and B are important elements of this work as they provide a clear 
view of the contextual background in which the NHS has evolved to the point it 
is at currently, in which senior managers interpret and make sense of their 
current role. Appendix A depicts the evolution of the National Health Service 
beginning with the origins of ‘Rights to Health Care’; the subsequent inception of 
the NHS and developments into the 21®* century. Appendix B describes the 
macro context of the NHS as an open system and details the NHS corporate 
structure.
Appendix C - G include the interview protocol (C) used; an example of 
Repertory Grid data output for a single participant (D); a composite list of all 148 
elicited construct pairs (E); a list of prioritised favourable contextual conditions 
for role efficacy (F) and a table of perceived gaps between managers’ and 
organisational values (G).
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Chapter 2 Contextualising Organisational Culture Change
2.1. Introduction
The purpose of this chapter is to highlight the imperative for organisational and 
cultural change in the NHS, to note the progress made to date and to propose a 
process, context and content model for change developed by Pettigrew and 
Whipp (1991) be used as a framework for exploring senior managers’ 
perceptions on favorable or inhibitory conditions for their change management 
role. The processes of change management are elaborated as they pertain to 
the role of the NHS senior manager.
Macroeconomics, politics and public opinion described in detail in Appendix A, 
have orchestrated major organisational change and development in the NHS. 
An understanding of how organisations change and develop and the roles 
organisational actors play in that process is vital to this exploration. Factors 
affecting an organisations ability to adapt and grow are multiple and complex 
and leader and manager role efficacy is intimately related to them.
2.2. The Organisational Change Imperative
In the 1980s and 1990s a wealth of management research in the fields of 
organisational development and behavior emerged. Early works by McGregor 
(2005) initially identified successful organisations as those who value, empower 
and develop staff. Kanter’s work (1983) adds elements of leadership, customer 
focus and culture. Later works place importance on style of working and 
organisational restructuring. Nonaka (1991) describes the impact of external 
stimuli for change as a catalyst for knowledge creation, continuous innovation
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and gaining the competitive advantage. Top down policy and performance target 
imperatives qualify as external stimuli for NHS organisational change.
In the past the strategy-structure-systems doctrine of management made 
possible the growth of huge corporations and encouraged an hierarchical 
organisational model no longer consistent in today’s global context. The NHS 
typifies this state; however, organisations such as the NHS frequently remain 
aligned to hierarchical structures rather than being centered on the process of 
change. Vertical relationships mean information and capital are concentrated at 
the top with a distinct financial and authoritarian orientation. These organisations 
are inflexible and resistant to political, economic or public expectation changes 
and frequently revert to wide spread downsizing and constant structural 
alteration in an effort to remain viable.
Globally the hierarchical, bureaucratic organisations are fast being replaced by 
horizontal work processes, such as Total Quality Management (TQM) and 
Continuous Quality Improvement (CQI), cross-functional networking teams and 
functional multidisciplinary processes. The social and knowledge management 
elements of organisational functioning have accelerated to prominence. Senior 
managers play a vital role in facilitating change management while personally 
adapting to change. A fundamental question remains: how to close the gap 
between strategic intent (management of performance, fiscal control, and clinical 
governance) and operational implementation and how to orchestrate the 
fundamental culture change required.
2.3. Organisational Change In Health Care
The majority of generic change management literature including that in 
healthcare, defines concepts, describes how change should be implemented, 
and details the benefits of such change. Empirically based publications are
12
relatively rare and studies fall short in conceptual frameworks, research design, 
analytical rigor and independence (Shortell, Levin, Obrien & Hughes, 1995).
Shorten, Bennett and Byck (1998) report evidence of quality improvement 
progress in fifty five studies conducted in the United States of America (USA) 
but caution interpretation in the light of study design flaws. They note, however, 
that a receptive context for change includes sustained leadership, training and 
support, measurement and data management systems and protection from 
over-burdensome regulation (bureaucracy). Other researchers concentrate on 
the competencies for change but there is little empirical evidence that identified 
competencies have universal application or can withstand the pace of change, 
nor evidence to suggest this will lead to uniform high performance.
There is wide acceptance that organisational change for improvement in quality 
and performance in healthcare are best achieved with structural reorganisation, 
systems reform and cultural change (Sutherland & Hies, 2001 ; Donaldson & Muir 
Gray, 1998; Le Grand, 1998; Moss, Garside & Dawson, 1998; Shortell, Bennett 
& Byck 1998). Brown (1995) likewise summarised a wide range of models of 
culture change and came up with a list of commonalities; crises, leadership, 
success and retraining. Internationally the Institute for Medicine USA advocates 
structural and organisational reforms go hand in hand with cultural change.
Illife (2002) maintains the pace and quantity of the reform agenda is 
unsustainable and will inflict significant damage on both the NHS and New 
Labour, putting a good modernisation agenda in peril. He highlights the 
significant risk of cynacism and hostility and advocates empowerment and role 
clarity . Some argue that politicians should overcome their reluctance to address 
resource allocation and rationing in order to provide an open and equal 
partnership with NHS staff (Hewison, 2002; Malby & Pattison, 1999). They 
maintain greater clarity and openness would enhance national and local 
performance.
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Sutherland, & Hies, (2001) summarise a diverse range of models for 
organisational change, illustrating the lack of consensus on a definition and 
understanding of organisational change and culture. In the absence of formal 
research evidence, they recommend exploration of the process of change to 
contribute to the development of theory. To engender a culture of continuous 
change, they recommend acknowledgement that ideas travel by translation 
rather than passive dissemination, that transformational change in the NHS 
requires major shifts in assumptions and behaviors (culture).
2.4. Organisational Culture Change
The relationship between organisational culture and change then is an intimate 
one. Organisational culture is a core element of an institution as an open 
dynamic system. Ouchi in Mannion, Davies, and Marshall (2005) states 
organisational cultures are intimately linked to their economic performance and 
hypothesises choice over the most efficient economic governance or institutional 
structure for providing service is linked with the ease of measuring outputs and 
the clarity of processes that transform inputs into outputs (outcomes). From a 
personal perspective this is one of the defining features which distinguish the 
NHS from private sector health services.
Garside (1998) states developing organisations require a change in culture 
through good leadership and constant evidence based questioning, and a 
change to knowledge management systems to accompany structural changes. 
She advocates those involved in changing healthcare at systems level and 
changing internal processes capitalise on lessons learned in the fields of 
organisational development and change (Garside, 1998)
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Large gaps exist between explicitly defined organisational culture and that 
transmitted implicitly in existing structures and processes and the behavior of 
actors. It is necessary to understand the unconscious and conscious collective 
thought processes that inform behavior at work and influence senior manager 
role efficacy.
2.4.1. Definition of Organisational Culture
A theory of organisational culture emerges from the disciplines of organisational 
psychology, social psychology, and social anthropology. Pettigrew first used the 
term “Organisational culture" in academic literature in the Administrative Science 
Quarterly in 1979 (Mannion et ai., 2005). Organisational culture literature is 
subdivided by epistemological assumptions, with culture alternately seen as an 
attribute aligned to the positivist school or a metaphor aligned to the 
phenomenological school where culture is seen as a defining context by which 
actors interpret the meaning of organisational attributes.
Culture as a metaphor approach describes culture as the dynamic by which 
actors derive meaning from their functional contribution to organisational 
objectives in the context of their social interaction with fellow actors (Mannion et 
al., 2005). This socially constructed meaning is constituted in commonly held 
beliefs, norms and values (tacit knowledge) and expressed in patterns of 
behavior. Organisational culture is reflected then in shared ways of making 
sense of work situations, shared values and beliefs which are to varying degrees 
resistant or difficult to change.
Edgar Schien (1983a) describes organisational culture as the pattern of shared 
basic assumptions -  invented, discovered or developed by a group as it learns 
to cope with external adaptation and internal integration. Mannion et al., (2005)
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found significant and quantitative association between existing cultures and 
various aspects of measured performance.
There is no consensus on a definition of organisational culture. Definitions range 
from an intrinsic property of the social milieu present when people collectively 
engage in a common enterprise: to an anthropological metaphor or paradigm 
describing the micro societies of organisations; to a collection of specific traits, 
dress code and processes (Scott, Mannion, Davies & Marshall, 2001). A 
commonly held assumption pertaining to healthcare organisations incorporates 
the notion of a dominant culture and various sub cultures that affect 
performance and quality and may be variably resistant to or malleable to change. 
A simple explanation of organisational culture is ‘the way things are done around 
here‘(Davies, et al., 2000).
A study of factors contributing to senior manager efficacy in attaining 
performance targets and implementing governance in a large NHS hospital trust 
would not be complete without addressing the NHS culture. Senior managers 
are intent on attaining performance targets, embedding governance and 
reconciling the acknowledged divergent cultures within the NHS. The 
Department of Health (DOH) orchestration of NHS reform incorporates a strong 
belief that culture can be molded and evolved.
2.5. The Evolving NHS Organisational Culture
The NHS is a complex and rapidly evolving organisation. Pollitt, Birchall, and 
Putman (1998) suggest the NHS is characterised by the following defining 
features: range and diversity of stakeholders; complex ownership and 
resourcing arrangements; professional autonomy resulting from different 
socialisation processes, needs and expectations and differing local history. The 
present government has promised massive quality reforms; a new NHS, modern
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and dependable, a first class service, a service which provides value for the 
public tax-£. Moving things from the ‘way things are’ in the NHS is defined for 
the senior manager as sweeping, stringent performance, improvement and 
quality targets, harsh financial restraints whilst maintaining and improving day- 
to-day delivery of services.
First order change (do what you do better) is not an option for the NHS. Second 
order change (something different) often invoked by impending crisis (NHS fiscal 
crisis, loss of public confidence) demands a fundamental change in culture with 
embedding of new values and behaviors. The NHS Plan (2000) states that the 
NHS culture is out of date, while the founding principles and some core 
elements are exceptions to this, there are elements of NHS culture acting as 
reverse and perverse incentives to NHS financial viability and a fit-for-purpose 
organisation.
In response to the need for change the Department of Health (DOH) developed 
the National Patient Safety Agency (NPSA) and a conglomerate of reforms 
including The NHS Plan (DOH, 2001 a) and Shifting the Baiance of Power {DOH, 
2001b). These documents and An organisation with a memory (DOH, 2000b) 
describe the necessity for major culture change to accompany the process and 
structure redesign.
Recent health policy emphasises ‘earned autonomy’, ‘devolvement’, 
‘empowerment’ and ‘trust’ (DOH 2000) yet centrally dictated performance and 
governance targets, the enduring public service duty and clinging to the ‘way 
things have been led’ continues to constrain Trusts, leaders and managers. 
Earned autonomy in the NHS Plan is subject to Trust’s attaining certain 
standards and there is a plan to ensure all NHS Trusts attain Foundation Status. 
The Annual Health Check is based on measures of key operational and fiscal 
targets, management of resources and standards for better health. NHS senior 
managers are heavily involved in attaining and controlling these performance
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measures. Table 2.1 demonstrates the far-reaching shift in strategic focus, fiscal 
management and integrated governance that is radically altering the NHS 
culture.
Yet despite radical central policy and strategy development to spur radical 
transformational change in response to public demand and economic necessity, 
the final vision the end of the rainbow is a very difficult concept for most to 
envisage (DOH 2001a; Davies, Nutley & Mannion, 2000). The vision, strategy 
and policy for change are sound, what is needed to accelerate the 
implementation? What are the barriers to rapid and sustained organisational 
change?
Table 2.1. NHS Cultural Shift . ÿ V
From To
Organisational 
ways of working
Hierarchical & nationalised 
Detailed guidance with many 
milestones and targets 
Focus on institutions
Devolved local networks
Clear long term outcomes with latitude
about method
Working through networks
Scale and quality 
of staff, patient 
and community 
involvement
Sm all pockets of excellence  
Many enthusiasts but not fully 
em bedded
Supported by time limited 'soft' funding 
Many Boards still viewing this as  
peripheral to core business
Mainstream way of achieving change  
Professional and system atic everywhere. 
Properly resourced through recurring 
funds.
Central to Boards' way of working
Management
focus
All m anagem ent effort driven by 
delivery of centrally imposed key 
targets as ends in them selves 
Meetings, plans and strategy 
dominating m anagem ent time. Risk 
avoidance because of fear of penalties
Delivery of targets achieved as the by­
product of wider and sustained 
improvements in service quality 
W alking the job with a strong focus on 
clinical quality
Incentives as a key part of improvement 
Penalties seen by all as fair
D epartm ent of Health. (2001 b) Shifting the Balance of Power, Securing Delivery, London: DOH.
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2.6. Evaluation of NHS Organisational Cultural Reform
Despite successive governments’ relentless strategy and policy developments a 
wide divide exists between espoused national strategy and implementation. 
Current and past governments have described the NHS as a ‘failed’ 
bureaucratic model and advocate progression towards entrepreneurial 
governance stressing the importance of concomitant cultural change (Currie and 
Brown, 2003).
In the post war period the expansion of middle management in industry provided 
the consistency and control required for mass production and distribution and 
exploitation of benefits of scale and scope. Unfortunately this development in the 
NHS may have been too little too late in the light of the accelerating information 
era. in the information age competitiveness and organisational viability are 
dependent on maximum use of management information, technology and radical 
process reengineering. In this regard the NHS is a ‘late adopter’ and, coupled 
with a lack of customer service orientation in keeping with commercial 
undertakings and a lack of whole scale adoption of continuous quality 
improvement methodology, progress on change has been retarded.
An important additional element of NHS culture particularly resistant to change 
is the power battle and tribalism that exist between professions (medical and 
managerial). In the past clinical standards were internally regulated. The regular 
clinical mortality and morbidity meetings and individual professional 
accountability to the regulating bodies such as the Royal Colleges served as a 
quasi-clinical governance mechanism. The persistent belief that professional 
self-regulation is adequate as a quality assurance mechanism for an 
increasingiy discerning public is redundant.
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A heavy burden of responsibility rests on the NHS leaders and managers to 
effect organisational change including radical culture change. Claims to 
achieving excellence have not been fully realised due to ‘lack of funding' yet the 
wastage and lack of robust corporate accounting continues. Understanding why 
there is resistance and slow implementation is the crux of problem. Despite the 
change in focus from ‘policy’ to ‘strategic implementation of policy’ and 
recognition of the need for radical culture change reform intentions are slow to 
be realised (Harrison, Small & Baker, 1994).
Apart from a few studies evaluating the impact of TQM and CQI in the NHS 
context, there have been few studies independent of the DOH and Audit 
Commission commissioned reports since that of Pettigrew, Ferlie and McKee 
(1992).
2.6.1. Government Commissioned Reports
Lack of organisational capacity for massive change was diagnosed as the 
fundamental problem in the 1970s. Today too, radical change is expected with 
little or no investment in development due to stringent financial restrictions. The 
Griffiths report (DHSS 1983) identified a lack of clarity on accountability for local 
performance, and subsequently general management was introduced and 
clinicians drawn into management and fiscal processes in clinical directorates. 
Senior and middle manager numbers in the health service increased and their 
roles expanded. The Kennedy Report (2001) concluded that the NHS culture 
which so critically affects the whole service must develop and change and the 
report highlights senior manager deficiencies in dealing with prevailing 
governance issues. Donaldson and Gray (1998) identified ‘attitude’ as a major 
barrier to developing an integrated approach to healthcare organisations.
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The Audit Commission’s report (2003) Achieving Improvements through Clinical 
Governance, a progress report on Implementation by NHS Trusts concludes 
knowledge management (recording and dissemination of information to staff and 
management boards) is one of the least developed components of clinical 
governance. This report highlights two main barriers to implementing clinical 
governance, lack of time and resources (competing patient care and quaiity 
agenda priorities) and cultural difficulties (magnitude and conflicts within the 
agenda, organisational changes and mergers and the size and heterogeneity of 
the trusts).
Clinical Governance project leaders (senior and middle managers) on the other 
hand consider lack of strategy and direction, lack of cohesive agenda for clinical 
teams and departments, and fractured approaches to priority setting as 
obstacles to progress (National Audit Office, 2003). This report concludes local 
and executive leadership is critical to pursuing such strategies.
How do ieaders motivate themselves and their staff to achieve major culture 
change? How do they ensure they influence strategic change with their 
executive colleagues?
Pettigrew et al., (1992) advocate rejecting the episodic, single cause analysis 
and the preoccupation with ‘change’ and not ‘changing’ in favor of exposing the 
complex human interplay of cognitive affective processes involved in 
organisational change. They maintain the intent to change and availability of 
policies and strategies does not guarantee organisational and individual capacity 
to change.
Many empirical studies are criticised for being a-contextual, a-historic, and a- 
processual describing what change occurs but not how it occurs. Although 
substantial literature exists on change in healthcare organisations there is an
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acknowledged need for processual (action), and pluralist (competing realities 
held by internal groups) studies.
2.7. A Process, Context and Content Model for Strategic Change.
Interest in contextual factors affecting change has increased; recent studies 
incorporate: trust in executive management (Eby, Adams, Russell & Gaby, 2000) 
and a safe risk-taking environment (Edmondson & Wooley, 1999). To fully 
address change Pettigrew (1987) argues that content (details of the 
phenomenon changed), internal and external context (environment, culture, 
structure, politics) and process (actions, reactions and interactions) should be 
addressed (Pettigrew, Ferlie & McKee 1992; Pettigrew, McKee & Ferlie, 1988; 
Pettigrew, 1987).
Emphasis needs to be placed on identification of internal and external barriers to 
implementation (Pettigrew et al, 1988), i.e. receptive, supportive and inhibitory 
contexts for change in order to adopt strategies to promote and facilitate the 
contextual conditions favorable to optimal functioning of senior managers in their 
quest for organisational development and change. Few studies explicitly identify 
which conditions provoke managerial activism and innovation.
Bartlett and Ghoshal (1995) describe an organisation as a portfolio of processes. 
Pettigrew and Whipp (1991 ) developed an early model of strategic change as a 
means of generating insight into why some private sector organisations were 
better able to improve competitiveness and implement change. This content- 
context-process model is based on empirical case studies of strategic change. 
The model is further developed by Pettigrew, Ferlie and McKee in their study 
Shaping Strategic Change (1992) emphasising the point that change takes 
place in a historical, cultural economic and political context. Mintzberg and 
Waters (1985) too recommended a processual approach; as a pragmatic view
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representing change as an emergent process negotiated by organisational 
stakeholders including managers (Floyd & Wooldridge, 1992; Pettigrew, 1987).
More importantly and relevant to this study, the model suggests five interrelated 
factors important in shaping an organisation's performance: environmental 
factors, human resources as assets and liabilities, linking strategic and 
operational change, leading change and overall coherence. This suggests 
successful change is a result of the interaction between the what (content) of 
change; the how of change (implementation) and the organisational context 
(Sutherland & lies, 2001, Johns, 2001). Change content refers to the details of 
the phenomenon changed. The process the ‘how’, the content the ‘what’ and the 
context the ‘why’ of change can best be understood by examining the process of 
change (Pettigrew, Ferlie & McKee 1992; Pettigrew, 1987).
Organisational context includes both internal and external environmental 
components. External context refers to the national and regional economic, 
environmental, political and social framework, including professionalisation. 
Inner context refers to ongoing local strategy, structure, culture, and politics 
including power groups and actors interpretation of the local situation and 
behaviors. These processes recognise historical and continuing struggles for 
power and status in which some groups perceive they loose or gain more than 
others as a consequence of change (Pettigrew et al., 1988).
Influenced by this focus on context influencing the organisation (systems theory), 
this study includes a detailed description of the global, macro and structural 
micro contexts in which the senior managers influence change processes 
(Appendices A & B). In addition, in order to develop deeper understanding of the 
NHS senior manager role context it is necessary to examine the generic 
processes involved in their day-to-day work.
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2.8. Organisational Management and Change Processes
Processes are tasks and activities that transform inputs into outputs. An 
organisation can be seen as a set of interconnected processes. Processes 
encompass individual tasks and the interlinking processes connecting the core 
functions of an organisation. They provide insight into managerial behavior and 
include change, work and behavioral processes which need to be aligned to 
ensure restructuring and reengineering lead to behavioral change.
2.8.1. Change Processes
The change processes approach originates in strategic management, 
organisational theory, and social psychology and describes the evolution, 
adaptation and dynamism of individuals, groups and organisations. Change 
processes may be induced (top down NHS change imperatives) or may 
generate spontaneously. Induced change often follows a pattern of questioning, 
flux and consolidation (Garvin, 1998). Quality improvement philosophy is closely 
aligned to this notion. The essence of the senior NHS manager role can be said 
to be ‘change processes’.
Bartlett and Ghoshal (1995) describe the core organisational processes of 20 
successful Japanese businesses (e.g. Kao, 3M) which have radically 
reengineered to foster entrepreneurship, creativity and build competences 
across the organisation that promote continual renewal of strategies and ideas 
to drive business success. The defining feature is active encouragement of 
bottom-up ideas, with senior and frontline managers becoming initiators rather 
than implementers.
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2.8.2. Work Processes
Work processes are focused on administrative tasks and largely focused on 
internal customers (indirectly contributing to service delivery e.g. strategy and 
budgeting) or operational and largely focused on external customers. Broadly 
speaking two principal processes for NHS senior managers are managing 
national performance targets (including fiscal restrictions) and embedding 
governance. The principles of quality improvement and reengineering are again 
applicable.
Work processes particularly in the health service (NHS) have evolved unplanned 
and unchecked and are often aligned to departments or directorates rather than 
to whole organisational efficiencies or whole system patient pathways. The 
result is fragmentation and lack of cross-functional integration. Serial band-aids 
have been applied in an attempt to meet national imperatives and reach 
financial viability without sustained success to date. Managers need to ensure 
integration of work through process reengineering (radical change) or quality 
improvement (incremental change) and overcome traditional functional loyalties 
(Garvin, 1998).
2.8.3. Behavioral Processes
The behavioral processes approach has roots in organisational theory and 
group dynamics. Behavioral processes include decision-making, communication 
and organisational learning all related to transfer of information, social 
interaction, socialisation and on-the-job experience. They shape the way work 
processes are carried out. They function to deliver the cognitive and 
interpersonal aspects of work (intangible variables).
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Communication processes reflect unconscious assumptions and routine, along 
with the intended message flow innuendo, tone, and generosity or rationing of 
information. The nature, direction and quality of discussion flows are important 
as are the interrelationships among group members and the tenor and tone of 
group work.
Decision-making processes are a core management task optimally a shared, 
dispersed and participative function. Decision-making processes are closely 
aligned to strategic process and research has shown the processes to be time 
consuming, complex, and shaped by administrative, strategic, structural and 
social context. Organisations may be more or less open to devil advocacy and 
dialectical inquiry and more or less prone to hierarchical resolution (Garvin, 
1998).
2.8.4. Organisational Learning Processes
Development and change are learning, social, experiencing processes. 
Organisational learning processes are essential to organisational health and 
survival and involve creating and acquiring new knowledge and developing new 
shared perspectives or mental models (Garvin, 1998). Learning and information 
sharing values are intrinsic to the organisational culture and development. The 
basic unit of an organisation is the individual. Although the aggregate of 
individual behavior is organisational behavior, the aggregate of individual 
learning does not translate to organisational learning without purposeful strategy 
and intent.
Early definitions of organisational learning emphasise processes by which staff 
detect adverse incidents and compensate with restructuring (single-loop 
learning). Later definitions reflect the capacity for double-loop (intentional as 
opposed to unconscious) learning and restructuring of theory-in-use; a
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progression from a doing, reactive workforce to a proactive and thinking 
workforce actively engaged in change and continuous improvement (Kululanga, 
Edum-Fotwe & McCaffer, 2001; Huber, 1991; Argyris & Schein, 1978). The 
shared principles between clinical and corporate governance and organisational 
learning start to become obvious.
Organisational learning is influenced by internal and external factors. Internal 
factors include routine (Cohen & Bacdayan, 1994), organisational design 
(Mohrman, Cohen & Mohrman, 1995), organisational culture (Schein, 1996), 
leadership, group dynamics (Martin, 2001), employee turnover (Mobley, 1982) 
and knowledge management systems. External factors include governmental 
factors, institutional set up within a particular economy (Lundvall & Johnson, 
1994), the nature of clients and technology.
2.8.5. Managerial Processes
Processes and not individuals or groups are the route cause of organisational 
problems and accountability needs therefore to rest with those leaders whose 
span of control covers the entirety of organisational process. The executive 
management of the NHS at national and local level carries this heavy burden of 
responsibility and accountability. They are required to direct senior managers to 
implement new policy and strategic change.
As process refers to actions, reactions and interactions and management is 
getting things done through others, unilateral decision-making and strategy 
development cannot produce the pan-organisational development required. 
There is increasingly a need to overcome organisational boundaries and bring 
multidisciplinary teams together to manage change. An organization, as a social 
entity requires co-operative, collaborative working directed by clear role and 
strategy definition.
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Managerial processes involve complex, contingent choices. These include 
interpretations of context; political and power conflicts; competition for resources; 
direction setting (plotting the course ahead, gaining support, and alignment); and 
monitoring, controlling and negotiating horizontal and vertical alignment. Senior 
managers as leaders must not only motivate and convince their team to work on 
a defined plan but also convince their executive that this is the path to follow. 
These processes require senior managers to use their skills in communication, 
establishing networks, relationship sensitivity and political awareness within the 
organisation (Garvin, 1998).
Senior managers expend much energy on attaining co-operation, collaboration 
and harmonising the agendas of diverse groups. The challenge lies in how to 
get things done through individuals and structures, how to synchronise disparate 
groups and managerial processes aimed at achieving organisational and 
national goals. As Garvin (1998, pp 40) writes “The focus is on the way that 
managers orchestrate activities and events and engage others in tasks so that 
desired ends are reaiised.” Senior manager’s core work involves the processes 
and tensions between the usual way and the new vision.
Processes thus are an important element of organisational functioning lying 
between the strategy and the care-face tasks, between strategy and 
implementation. The core issue in implementing radical change in the NHS lies 
less in the quality of the strategy and more in the implementation, examining the 
processes and their context rather than focusing on the content of change. 
Therefore, it is entirely appropriate for this research to use the process, context 
and content model for strategic change in focusing on senior managers’ 
perceptions of the social processes of their role.
Cultures, structures and strategies are not neutral, these features of outer and 
inner context can be mobilised to resist or champion change, the context of the
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change manager is not inert. Senior managers perceive and construct their 
unique versions of the contexts as they meet these external and internal 
challenges and constraints. The question arises how do senior managers 
mobilise their contexts to legitimise change? (Pettigrew et al., 1988) What do 
they perceive is the optimal context and culture for role efficacy?
2.9. Summary
Arguably the senior manager is a crucial link between the strategic intent and 
successful transition to the new NHS via organisational and change processes. 
Moreover the core culture of the NHS as a poorly run business requires radical 
reform to ensure an efficient, effective financial viability, patient (customer) 
centered service providing equality of access, and delivering continuity of quality 
care effectively and efficiently. A lean learning organisation is required, 
providing best evidence based services open to public and independent scrutiny 
and evaluation, while preserving the basic foundation of the NHS - free for all at 
the point of care.
The NHS senior manager continually seeks meaning in performing the generic 
role processes in order to better influence and predict outcome as he interacts 
within the social entity that is the organisation. This chapter describes the 
importance of approaching a deeper understanding of change management in 
the NHS from the perspective of context, culture and social management 
processes. It establishes the complex and multi-factorial nature of organisational 
reform and culture change and highlighted some of the barriers to radical and 
sustained change. Elements of the current nature of the NHS culture have been 
discussed.
The following Chapter (3) goes on to describe the evolution of management in 
the NHS, the fluctuating value attributed to middle and senior managers over
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time and provides the definition of ‘senior manager’ despite the lack of a 
universal designation. The chapter describes in detail expectations of the senior 
managers’ role.
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Chapter 3 Leadership and Management in the NHS
3.1. Introduction
Senior NHS managers are charged with the heavy responsibility of interpreting 
central government imperatives under the direction of their executive colleagues 
and translating these to radical process and culture changes. Their role is 
complex and includes performance management, embedding integrated 
governance, leading, influencing and making significant contribution to strategic 
organisational change. The value attributed to this role has fluctuated. This 
chapter further explores important senior manager role expectations and the 
social sense making they employ in their attempts to ensure favorable personal 
and organisational outcomes. It identifies inhibitory and facilitative factors 
implicated in change management outcome as identified in extant literature.
3.2. Evolution of Management and Leadership in the NHS
In the 1940s and 1950s senior managers' roles were task related, largely 
administrative and led by the Hospital Management Committee. Their 
professional colleagues worked autonomously with minimal general managerial 
influence and exerted considerable pressure in acquiring resources.
3.2.1. Administrators to Managers 1960 -1989
In the 1960s and 1970s significant NHS reorganisation and role changes 
occurred: executive committees and chairmen became effective and powerful, 
multi-disciplinary management teams were formed and a hospital administrator
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took responsibility for day-to-day running of the hospital working alongside 
heads of departments and senior nursing staff.
The Griffiths Report (Department of Health and Social Services, 1983) brought 
about a fundamental shift in culture and management responsibility. Clinical and 
business leadership became regulated via annual performance reviews. General 
Managers were integrated into the fabric of the NHS. Clinical directorates were 
set up, led by clinical directors answerable to a Medical Director. Chief 
Executives were expected to deliver a much higher profile executive role and 
became accountable directly to the Secretary of State via the NHS Executive.
This infiltration of general managers, however, did not have the desired effect 
(Scott et al., 2003; Pettigrew, Davies, Nutley & Mannion, 2000; Mckee & Ferlie, 
1988) and early in the 1990s general managers again became an at-risk group 
subject to downsizing. Those originating from other industries found the NHS 
culture overwhelmingly resistant to change and clinical / general (hybrid) 
managers, largely ex-nurses, stepped in to fill the void.
Market mechanisms outiined in the White Paper Working for Patients’ 
(Department of Health 1989a) and legislation Caring for People (Department of 
Health 1989b) then required Trusts to develop 5-year strategic business plans. 
The NHS became a managed service and the Conservative Government 
introduced an internal market strategy in an attempt to further promote 
efficiencies, quality improvements and nurture a competitive and entrepreneurial 
culture (Manion et al., 2005).
The administrators of the 1970s and 80s were reactive to emergent problems 
rather than proactive quality and change strategists (Davies & Harrison, 2003). 
The prevailing predominant management structure was instinctively appropriate 
to the hierarchical, class-conscious post World War II society. Significant 
remnants of this command-and-control model still exist today. The complex
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structures and ‘top down' culture meant the NHS was referred to as a large 
scale, public sector based, professionalised bureaucracy (Ferlie, 1999), ill suited 
to maximum adaptability required of high velocity public sector transformation 
and reform.
From inception then, the NHS was administered rather than managed; quality 
was thought to be inherent. While there was an awareness of spiralling cost, 
successive waves of reform failed to stem the tide of financial overspends, 
address accusations of under-funding and growing public concerns for 
standards.
3.2.2. An Integrated Governance Model for Management
When Labour again came to power in 1997, the internal market concept was 
abandoned and dramatic quality initiatives introduced in the white papers: The 
New NHS: Modern and Dependable (1997) and A First Class Service -  Quality 
in the New NHS (1998). These papers imposed a statutory duty for quality 
improvement at a local level (Garside, 1998; Donaldson & Gray, 1998). The 
quasi clinical governance of internal regulation, which no longer satisfied the 
public’s accountability needs, was replaced by external and independent 
assessment of standards (Health Care Commission). The introduction of clinical 
governance brought clinical decision-making into a management and 
organisational framework and managers in the public sector embraced quality 
improvement approaches already well embedded in the industrial and private 
sectors.
In addition to implementing clinical governance processes, a duty of corporate 
responsibility too was placed on all public sector organisations delineating the 
direction, control and code of practice for the management of organisations 
(Corporate Governance). These integrated governance philosophies embrace
33
effective leadership, empowerment of staff, teamwork, prevention of risk, 
improving processes and a customer focus. They demand a quantum leap from 
administration and management to creative transformational leadership. 
Successive government attempts to engineer a move from this ‘failed’ 
bureaucratic model to a system of entrepreneurial governance and devolved 
autonomy, however, have not produced the desired changes (Currie & Brown, 
2003; Davies, Mannion & Marshall, 2001; Pollitt, Harrison, Hunter & Manoch, 
1991). Hoque, Davis, & Humphreys (2004) report the widely held belief that 
dictated targets are micromanaged from the center, finances tightly constrained 
and the predominant model of autonomy is ‘command driven’. Radical cultural 
change, identification of core business and sound financial viability advocated in 
the Griffiths report (1983) have yet to be fully realised. Concurrent with these 
radical changes middle and senior management popularity has waxed and 
waned.
3.2.3. The Fluctuating Importance of Senior Managers
Globally middle managers have been subject to periods of popular importance 
and extensive downsizing (Huy, 2001 ; Scarborough & Burrell, 1996; Dopson & 
Stewart, 1990). The NHS is no exception.
Their potential for exerting negative influences is characterised as uncertainty, 
contrariness and the double-bind and they have been referred to as ‘the 
endangered species’ and ‘too much around the middle’ (Dopson & Neumann, 
1998; Oates, 1992; Syedain, 1991 ; Dopson & Stewart, 1990; Arkin, 1990). They 
may be percieved by executive management as conservative in relation to 
change, an impedement to progress, costly, obstructive, resistant to change, 
communication blockers, reactionary, self-serving and lacking in entrepreneurial 
spirit (Huy, 2001).
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The tide of opinion, however, appears to be turning and there are numerous 
empirical studies which proclaim the value of the middle manager including 
Tapping into Hospital Champions -  Strategic Middle Managers’ (Pappas, 
Flaherty & Wooldridge, 2004); From Blaming the Middle to Harnessing its 
Potential: Creating Change intermediaries’ (Balgoun, 2003); How much do 
middle managers really matter? An empirical study on their impact on sustained 
superior performance (Mair, 2002); The influence of Middle Managers in the 
Business Planning Process (Currie, 1999); Middle Managers are Back: How 
companies have come to value their middle managers again (Farquhar, 1998); 
Changing the Role of Top Management: Beyond Structure to Process (Bartlett 
& Ghoshal, 1995); The Strategy Process, Middle Management involvement, and 
Organisational Performance (Wooldridge & Floyd, 1990); and The Middle 
Manager as innovator (KanXer, 1982).
Following the Griffith’s report (Department of health and Social Services, 1983) 
and subsequent NHS reforms, senior management importance received a boost 
as their role in driving NHS change was highlighted (Huy, 2001; Currie, 1999). 
Senior managers became active in influencing strategy development, executing 
strategy, building teams, leading people and developing capabilities.
A radical transformation of NHS structure and service delivery continues to 
unfold and senior and executive managers are under considerable pressure to 
deliver. Senior managers face daily conflict over resources and service 
development demands which mirror the national political tension for providing 
universal access with limited tax revenue. NHS leadership and management 
roles are required to undergo radical transformation to effect the NHS 
organisational culture changes. The quantum leap described above requires of 
senior managers exceptional leadership skills and change management skills 
dosed with liberal amounts of fortitude and courage to work under the current 
environmental pressures.
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3.3. The NHS Senior Manager
There is a wealth of research relating to the role and function of the senior 
manager in management involvement, strategy implementation, performance, 
change and leadership (Floyd & Wooldridge, 1992a) but no unified definition of 
‘senior manager’ over a range of industries. The definition of executive or top 
management is clear, whilst managers working directly to them are referred to 
as ‘middle’ and ‘senior’ managers. The term ‘senior’ manager is frequently 
associated with large national and multi-national organisations such as the NHS.
Huy (2001) defines the ‘middle’ manager as ‘any manager two levels below the 
chief executive officer (Chief Executive Officer) and one level above line 
managers and professionals’. Floyd and Woodridge (1992a) state a ‘middle’ 
manager reports to the CEO or to a manager who reports to the CEO, and 
Dopson and Stewart (1990a) refer to ‘middle managers’ as those below the very 
top management and above the supervisor level. Currie (1999) defines ‘middle 
managers’ as those in the central directorate setting the business planning 
framework within which individual clinical directorates work, the general and 
service managers. Hewison’s (2002) definition includes those below the Board 
or executive level but above ward or departmental level.
The literature, thus, frequently refers to the senior manager level as ‘middle 
managers’ and references from literature used in this study will hold to the 
original terminology. However, the definition adopted for this research is ‘those 
managers directly reporting to the executive directors who in turn report directly 
to the Chief Executive Officer and Board of Directors’. Senior manager is the 
term best suited to the NHS organisational size, structure and hierarchy. 
Frontline managers / supervisors providing direct clinical care or indirect care 
are excluded as are the executive directors.
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Senior managers in the NHS include directorate general managers, clinical 
directors, and directorate senior nurses. The group is inclusive of medicai, 
nursing and allied health professionals; finance managers, general managers 
and facility managers. They in turn manage other managers and senior 
professionals.
3.3.1. Current Senior Manager Role Context
Just as the environment (macro) external to the organisation has changed 
dramatically under the influences of the global economy, so too has the 
immediate senior manager’s role and role context (external role environment). 
This microenvironment has a significant influence on senior managers’ 
performance as they balance ambiguities and conflicting priorities.
Micro context effects are interactive, ongoing central processes modified by 
interaction with other ongoing processes. Psychologists have demonstrated 
context effects on virtually all cognitive processes including memory, language 
comprehension, problem solving and decision-making (Kokinov, 1995). Two 
notions of context are described, namely internal and external.
External refers to the immediate physical and social environment within which 
the subject's behaviors are generated. Internal context refers to the subject's 
current mental state affecting behaviors. The physical and social elements of the 
external microenvironment are particulariy pertinent to this research. This 
research, thus, is directed at the intra-organisational level, focusing on internal 
structures and processes within an NHS organisation.
For the purposes of this research the senior manager role context within the 
organisation will be referred to as the external context. ‘Context’ refers to the 
social milieu, the interrelated conditions in which the phenomenon (senior
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manager role) exists. Context also relates to the external context for change 
affected by organisational structure, strategy, culture, predominant management 
framework and local political and social milieu that are ultimately affected by the 
global and national environmental factors. Context then for this research is not 
the physical, geographical context aligned to positivist epistemology, for which 
reality exists independently, independent of a person's ‘knowing’ and a- 
contextual (Thietart et al., 2001; Popper, 1972) nor the macro socio political 
global and national context.
The actions, decisions and behavior of managers are increasingly shaped by the 
social context of their work (Newman & Clarke, 1994). To respond to 
environmental influences senior managers are required to work in flatter, more 
flexible organisations designed to react appropriately to fast-pace change, they 
need to be guided by shared vision and values to function as corporate 
innovators, change masters, and transformational leaders. Managers need 
therefore to develop interpersonal, negotiating, team building, and conflict 
resolution skills. In fact as organisational structure becomes flatter and strategic 
management is delegated downwards, organisational survival may increasingly 
be dependent on the senior and middle managers (Newell & Dopson, 1996). 
Ultimately everyone at the care-face may become a change manager.
Senior managers work within a social network, their ideas and thoughts are all 
socially constructed. Their roles are complex and multifaceted and part of a 
political arena characterised by power dependencies, conflicts of interest, 
negotiation and manoeuvring, recruiting of allies and withholding or sharing of 
information. Currie (1999) recommends executive management mobilise 
features of the inner and outer micro context to create a more receptive inner 
context for change e.g. provision of education, effective and constant reiteration 
of the strategic plan.
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There is continuous and sustained research interest into many aspects of senior 
manager roles and a surge of interest into the change agent / leadership role 
since the 1980s. The classic view of management as rational and functional, a 
legitimate authority to direct work, plan, organise, control reward and punish is 
outdated (Mintzberg, 1990). There is now considerable interest in the senior 
management strategic role in all economy sectors including the health service 
sector.
3.4. Elements of the Senior Management Role
Transformation in senior manager roles reflects changes in the competitive 
environment, work spanning boundaries within and external to an organisation, 
and work orientated around processes and teams. Whereas managers from the 
industrial age prospered by exploiting the benefits of scale and scope, today’s 
information age managers, must realise the benefits of technology and 
intricacies of interpersonal communication, motivation and team work in 
developing and managing radically new services and processes.
Today’s NHS senior manager is occupied with informing and implementing 
change strategy with a view to meeting national and local performance targets, 
redressing financial deficits and implementing governance. Core strategic 
themes Include performance management, financial savings plans, and 
implementing changes to structure, systems, working practices, roles, customer 
orientation and ultimately organisational culture. In operationalising strategy, 
senior managers devise and implement business and service plans; lead, 
motivate, inspire and develop team capability. High proportions of management 
time and expertise are diverted to adapting and revolutionising operations whilst 
continuing to deliver day-to-day care services.
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Organisational effectiveness requires all employees to be united in achieving 
declared strategic aims. Senior managers must exert influence on their staff to 
motivate and sustain the extraordinary commitment required to maintain 
services whilst radically altering the structure and culture of the old regime. 
Senior managers are required to exert an interpersonal influence, and 
incorporate and direct the tacit knowledge from below towards achieving 
organisational goals. Leadership skills have never been more essential to the 
NHS manager role. This is evident in the development of the NHS Leadership 
Qualities Framework (2002) commissioned by the NHS Leadership Centre to 
develop leadership capabilities at all management levels.
Floyd and Wooldridge (1992) describe four roles of the middle manager 
championing alternatives, synthesising information, facilitating adaptability and 
implementing deliberate strategy all occurring as upward and downward 
influences. Farquhar (1998) describes five very similar roles: strategy 
implementation, change agent, brokering opportunities, communications 
facilitator and expert resource
These definitions can readily be applied to NHS senior managers as strategic 
change generators (champion, broker, change agent) and implementers 
(implemented synthesiser). For the purposes of this research and taking into 
consideration personal role involvement the following elements of the NHS 
senior manager role are described:
o Performance Management & Control (Implementing Deliberate Strategy) 
o Championing Strategic Change (Championing Alternatives) 
o Entrepreneurship
o Synthesising information (Communications Facilitator) 
o Facilitating adaptability within a Learning Organisation (Change Agent)
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3.4.1. Performance Management and Control (Implementing Deliberate 
Strategy)
Research dating from the 1970s demonstrates middle manager's increasingly 
strategic role (Huy, 2001, Nonaka, 1988, Schillit 1987). Strategic management 
studies suggest middle managers have strong entrepreneurial influence on 
developing and implementing strategic change (Hornby et al., 2002; Huy, 2001 ; 
Howell & Higgins, 1990; Kanter, 1983) and play a vital role in the evolution and 
survival of organisations. The debate on the nature of their strategic roles 
however, is far from settled and the diversity of research themes amply 
illustrates the degree of interest in their strategic change role and their very 
survival.
Strategy implementation requires senior managers to have a robust 
understanding of the strategic rationale behind the plan. They play an important 
role as channels of communication and sources of information, framing and 
interpreting strategic intent. Their success at this depends on their involvement 
within the core fabric of the organisation.
Floyd & Wooldridge (1994) and Currie (2005,1999) demonstrate higher financial 
performance where middle managers were involved in the strategic planning 
and decision-making process rather than passive receptors of the strategy to 
implement. Involvement in strategy affords enhanced opportunities to gain 
consensus, communication and clarification. They found middle manager 
involvement in strategy development led to a superior strategic design and 
outcome. Middle managers achieve an increased sense of ownership, full 
understanding and involvement, and therefore increased alignment occurs 
between executive directives and implementers. Organisational and strategic 
success is thus associated with inclusion in the ‘thinking’ as well as the ‘doing’.
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In fact senior manager involvement in implementation offers them an advantage 
over executive directors who are more distant from the care-face customer.
There is little consensus on a definition of ‘performance’ in healthcare (Mannion, 
Davies & Marshall, 2003a) and studies attempting to relate culture to 
performance as a result are inconclusive. From an institutional economic 
perspective organisational culture is the core value, which moulds actor’s 
preferences and influences their economic behavior and ultimately economic 
efficiency. There is considerable interest in measuring the relationship between 
organisational cultures and performance and quality of care (Davies & Marshall, 
2001; Davies, Nutley, & Mannion, 2000; Shortell, Jones, Rademaker, Gillies, 
Dranove, Hughes, Budetti, Reynolds, and Huanf, 2000; Davies et al., 2000). 
The question, however, remains largely empirically unanswered but there is 
agreement that organisational culture is a crucial element in understanding 
organisational performance and it follows that culture will influence 
organisational members.
Scott et al., (2003) conclude culture and performance are reciprocal, recursive, 
mutually reinforcing and utterly dependent on context and influences. Local 
social systems are both impacted by and set boundaries on structural and 
procedural change. Influencing evolvement of organisational culture is 
paramount in managing change, and cuiture is a key component of leadership 
despite the lack of substantial empirical evidence linking organisational culture 
and healthcare performance.
Thus recent research in the field of strategic management recognises the 
contribution senior managers make to the process of strategic change and 
organisational transformation. On the one hand they translate external and 
executive strategy into operation and on the other they generate strategic 
thought and plan and move it upwards to the executive (Ghoshal et al, 1997; 
Nonaka, 1988). Bartlett and Ghoshal (1995) emphasise middle manager roles in
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terms of the integration process, achieving coherence between organisational 
functions and achieving economies of scope and scale. They combine 
operational experience with strategic awareness that is central for optimal 
exploitation of existing organisational capability and developing new capability 
(Floyd & Wooldridge, 1994).
3.4.2. Championing Strategic Change (Championing Alternatives)
The middle manager has become both agent and object of change (Caldwell, 
2003, Newell & Dopson, 1996) orchestrating the transition of the organisation 
from past into the present (Kotter, 1996, 1995) and managing the scope and 
pace of change. Farquhar (1998) describes the middle manager role as focusing 
on strategy; translating organisational strategic direction into action plans; 
brokering opportunities and advocating for innovation and collaboration; 
providing feedback from the operational level; change agent seizing 
opportunities, coaching, and motivating; providing expertise and project 
management; focusing innovation on fulfilling corporate strategies; overcoming 
resistance to change; clearly articulating goals and developing relationships and 
critical communications paths.
More than ever before NHS senior managers are required to lead and 
implement change. Leadership and management roles merge with the increased 
focus on implementing innovation and motivating and empowering sub 
managers to sustain new ways of working. The directing and controlling roles 
have given way of necessity to the change facilitator role. Middle managers are 
expected to embrace change-orientated skills to develop as leaders, innovators 
and risk takers (Caldwell, 2003). There is however, little consensus in the 
literature on a definition either of leadership or of its role in achieving significant 
organisational change (Manion et al, 2005; Wood, & Gosling, 2003).
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Pappas, Flaherty and Wooldridge (2004) found that middle manger’s strategic 
knowledge is positively associated with championing alternative ideas and 
synthesising new information from and for executive management. They found 
the relationship between knowledge and middle managers strategic activities is 
moderated by manager’s social position and demonstrated the interaction of 
middle manger’s strategic knowledge and the prevailing social structure to 
facilitate change.
3.4.3. Entrepreneurship
Bartlett & Ghoshal (1995) examined 20 United States, Japanese and European 
firms which have moved beyond quality improvement, reengineering, and 
vertical authority-based structure and process to crucial core organisational 
processes which encourage creativity, competence and entrepreneurship of 
frontline managers. These companies have a unique view on competence, 
recognising the bulk of knowledge is not held within the managerial levels but 
diffused deep within the organisation.
Nonaka and Takeuchi (1995) investigate the origins of organisational innovation 
and find most innovations originate from below, channeled upwards by middle 
managers for sanction and implementation. This alludes to recent ideas on 
leadership as a social process of constitution, with leaders and followers part of 
ongoing social networks and institutional structures, and leadership seen as 
paradoxical between drivers and driven and constituted by contradictory 
attitudes, behaviors, values and abilities. This constitutive leadership focus is 
particularly relevant to the NHS and its unique political, cultural and ideological 
diversity (Wood et al., 2003).
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Hornsby, Kuratko and Zahra (2002), in a study investigating aspects of 
organisational internal environment as a means of promoting corporate 
entrepreneurship, defined entrepreneurship as the ability of an organisation to 
acquire innovative skills and capabilities, new ideas and behaviors, plans, and 
services. They developed an instrument to measure key internal organisational 
factors. It is vital executive managers create an optimal internal corporate 
environment that fosters corporate entrepreneurship and innovation, risk taking 
and commitment to persevere in the turbulent times.
The vital role of senior managers in creating these environments for their 
subordinates (care-face staff) is well documented (Hornsby, Kuratko & Zahra, 
2002; Nonaka and Takeuchi, 1995; Floyd & Wooldridge, 1994; 1992; 1990). 
Hornsby, Kuratko & Zahra's exploratory study (1991) of 119 Fortune 500 firms 
indicates environmental dynamism, hostility, heterogeneity, growth-orientated 
strategies, scanning, formal communication and structural integration together 
with clearly defined cultural values to be positively associated with corporate 
entrepreneurship. Corporate entrepreneurship has a significant role to play in 
NHS reform.
3.4.4. Synthesising information (Communications Facilitator)
While executive managers are focused on conceptualising the vision, values 
and strategic direction and frontline employees focus on day-to-day activities, 
senior managers are in a unique position between the executive and the patient, 
between educated employees seeking team-based or self autonomy and 
leaders orientated to political and economic environment. Their influence is 
directed up, down and across the organisation. They play a central role in 
organisational processes linking the strategic plan to day-to-day care-face 
activities. Middle managers are increasingly expected to focus on connecting
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systems, processes and people, the critical path of information within the 
organisation (Farquar, 1998).
Dutton and Ashford (1993) and Pappas, Flaherty and Wooldridge (2004) 
describe middle managers’ synthesising role as obtaining and using information 
and influencing executive management perspective in the strategic processes. 
They interpret and filter information coming up the organisation to the executive 
and in the opposite direction facilitate adaptability by aligning organisational 
action with strategic intent.
With direct knowledge about customer, care-face staff and suppliers they are 
often the originators of essential customer information (Farquar, 1998). In this 
unique position they are a vital resource for drawing information into and up the 
organisation with their vital knowledge of competitive issues. Through mediation, 
negotiation and interpretation, middle managers are uniquely placed to connect 
the strategic and operational levels of an organisation and enhance acquisition 
of strategic knowledge (Pappas, Flaherty & Wooldridge, 2004; Currie, 1999; 
Floyd & Wooldridge, 1997).
Balogun (2003) identifies four aspects of the middle manager role: undertaking 
personal change, implementing change, keeping the day-to-day business 
running and supporting others through change. He concludes the interpretation 
that occurs as part of undertaking personal change is the key critical task for 
middle managers as it informs all the other roles. Executive and senior 
managers must radically revise their philosophies and practice of change 
leadership and develop new skill and qualities in order to drive organisational 
reform.
Knowledge is created by individuals and groups who interact across different 
hierarchical levels (Spender, 1996; Nonaka & Takeuchi, 1995). Spender (1996)
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suggests that competitive advantage will arise from people's interactions and the 
interaction of different types of knowledge.
3.4.5. Facilitating Adaptability within a Learning Organisation (Change 
Agent)
A learning organisation is defined by its capacity for change and risk taking, 
taking a chance when outcomes are uncertain. Nonaka and Takeuchi (1995) 
describe the role of middle managers as synthesising the tacit knowledge of 
frontline and executive, making it explicit and incorporating it in new processes, 
technologies and systems, as well as outward scanning, gathering information 
from competitors and partners. They connect the systems, processes and 
people of an organisation creating organisational value in facilitating knowledge 
creation. They are required to demonstrate personal flexibility, an orientation for 
change, and an ability to deal with ambiguity and risk taking.
Through developing effective communications they increase the social capital 
which promotes entrepreneurship. Knowledge is created which fuels and 
sustains organisational growth. In order to retain viability and competitive 
advantage, optimisation of individual and collective knowledge and creation of 
new organisational knowledge is essential (Janczak, 2000). Each middle 
manager has a variety of resources involving acquisition and use of knowledge 
in general and tacit knowledge in particular and unique ways of utilising them. 
Nonaka (1991) believes that middle managers are the knowledge engineers of 
knowledge-creating organisations, synthesising the tacit knowledge of frontline 
and top management and incorporating it into new services and products.
Although there is sparse literature available on of middle managers role in the 
integration of knowledge for a learning organisation, Floyd and Wooldridge 
(1994) provide the first scientific evidence that middle managers are potential
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reservoirs of core capabilities essential in achieving high levels of adaptability 
and responsiveness to meet the pace of change.
Change leaders thus create the context in which new ideas can emerge and 
become reality (Senge, 2002). He suggests the attributes of change leadership 
in learning organisations are concerned with capacity to sustain change and 
evolve new realities; trigger, sponsor and sustain change, putting leadership and 
empowerment hand-in-hand. The notion that capabilities, knowledge 
management and resources contribute to competitive advantage is well 
documented in the literature (Ashmos, Huonker & McDaniel, 2000).
A common thread now running through these role elements and indeed the 
literature on the evolving role of managers is the importance of the human 
factors of management (communication, motivation, inspiring, coaching, and 
supportive challenging); the interpersonal leadership elements of management.
3.5. The Social Nature of Management
Weick (1995) proposes that ideas are formed in the minds of individuals while 
interaction between individuals typically develops these and thus organisational 
knowledge is socially constructed. Social interaction is core to developing new 
organisational capabilities, developing new knowledge-based assets and 
achieving organisational learning. The very process of learning, gaining strategic 
tacit knowledge occurs through social relationships involving social network 
theory and resource based view of the organisation (Pappas, Flaherty and 
Wooldridge, 2004). The only way to bring about lasting change is to foster an 
ability to deal with situations by influencing the conditions that determine the 
interpretation of situations (Pettigrew, Ferlie & Mckee, 1992).
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3.5.1. Formal and Informal Social Networks
Organisations are sociaily constructed phenomenon sustained by social, 
symbolic and political processes, in which actors author in networks (Currie & 
Brown, 2003). The more centrally positioned in the management network, the 
more access a manager has to information and the more those outside the 
central network are dependent on them. For optimal communication regular 
contact with a visible top management team who continually reiterate the 
strategic direction (Farquar, 1998) is essential. Senior managers need ‘face­
time’ with executive managers for effective involvement in strategic decision­
making. Managers’ social positions in a management structure are significant in 
achieving strategic consensus.
Formal networks are largely dictated by organisational relationships and to a 
lesser degree by workflow networks. Informal networks develop out with these 
formal structures and are characterised by friendships, advice, consultation and 
communication networks. Being successful in implementing change is reliant on 
trust and shared or common goals and values. Richness of the social 
connections leads to greater adaptability and more creative solutions even 
where opinions differ (Floyd & Wooldridge, 2000; Ashmos, Huonker & McDaniel, 
1998).
Informal networks are often affect based with high levels of concern (Balgoun, 
1995; Isabella, 1990) and research has demonstrated the importance of lateral 
and vertical informal processes of communication; interpretations that are 
heavily influenced by day-to-day behavioral and verbal interactions; the 
importance of executive management recognition of these interpretative 
processes and provision of time to communicate. Balgoun (1995) suggests 
perceived middle manager resistance may in fact be organisational constraints.
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Senior managers experience intense work pressure related to their wide span of 
control, performance target imperatives, continual change and individual 
accountability. In order to cope NHS turbulent work environment they negotiate, 
subjectively, their position-practice by employing sense-making, in which 
unfamiliar or discordant experience is rendered ‘sensible and sensible' by using 
linguistic resources to form the experience into an interpretative framework of 
categories and labels drawn from own experience and anticipation (Hales, 2005; 
Weick, 2001,1995).
3.5.2. Sense-making
Sense-making involves active interaction with the supposedly inert environment 
including a variety of individuals and groups; active selection of elements of the 
diffuse complex situation to tackle and justify outcomes and finally construction 
of a self identity which enhances the actors need for self-enhancement, efficacy 
and consistency (Hales 2005; Weick, 1995). Sense making is thus, a very broad 
concept encompassing group activities, social relationships, interpretation of 
likely consequences of behavior and decisions. Sense making is the process 
individuals’ employ to understand their immediate environment including events 
and experiences (Brown, 2000; Weick, 1995).
Individuals and groups author sense making by constructing narratives which 
allow them to map their own reality and permit them to predict, comprehend and 
access some control. The organisational environment consists of asymmetric 
power relationships, varied hierarchical groups and as such individual identities 
are continually being negotiated. Political roles may maintain boundaries or 
provide privileges between various groups.
The sense-making perspective focuses on practices arising from social 
interaction and interpretations, the dialogue between structure and agency. The
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emphasis of the sense-making perspective is on socially constructed 
interpretative practice whereas the realist perspective focuses on causal powers 
of institutional structures. There is recognition that position and structure are 
negotiated meanings, embracing structural determinism and avoiding the 
reductionist view which denies actions are isolated, local and random and 
affirms the influence of institutional architecture and negotiated meaning (Hales, 
2005).
NHS organisations, consumed in a whirlwind of change and fiscal restrictions, 
provide a rich environment of inherent ambiguity and uncertainty in which to 
study sense-making. Research suggests that during the change process 
individuals engage in many forms of social communication (Weick, 1995) and in 
engaging in change of necessity must personally change. He describes two 
categories of sense-making; ‘generic subjective' related to scripted meaning 
contained in rules, procedures, custom (NHS history and bureaucracy) related to 
continuity and control and ‘alternately inter-subjective' meanings negotiated 
between executive, peers and subordinates related to change, innovation and 
entrepreneurship..
Senior managers, therefore, engage in a process of mentally reaching for 
alternative vocabularies, socio-cultural ideologies and work related paradigms 
which constitute their ‘theories-in-action’ related to coping, plotting action and 
anticipating outcomes. Outcomes are reliant on interpretation and strategy 
sense-making, senior managers are therefore, not inert conduits for executive 
mandates, they become part of the physiology of the process as they 
incorporate tacit knowledge from below and make sense of tacit mandates from 
above.
Weick (1995) argues that sense making is grounded in identity construction, and 
interpretation occurs in the social environment and involves individuals tapping 
into perceived cues and own experience to help them interpret what is expected
5 1
and what consequence may be. It is this unique interpretation which flavors their 
change roles and which may alter the strategic intent of the executive to varying 
degrees. Balgoun (1995) poses the question what constrains or enables middle 
managers to succeed as change intermediaries? This research explores this 
issue in relation to NHS senior managers’ perceptions of contextual factors 
affecting role efficacy.
3.6. Factors Affecting Role Efficacy
The role of the NHS senior manager is complex and multifaceted and is played 
out in a context defined by constant change, conflicting values and resources 
and intra and extra-organisational fragmentation. Their role includes that of 
leader, change champion, strategy developer and implemented information and 
communication facilitator, synthesiser and agent for organisational learning. 
They are held accountable for a variety of performance targets and successful 
implementation of clinical and corporate governance. They carry out this role 
under the direction of the executive managers through others. Their role context 
microenvironment is constituted of a variety of inhibitory and facilitative variables 
that contribute to their role efficacy.
3.6.1. Facilitative Role Factors
Factors which have been found necessary for successful organisational change 
to personal behavior, processes or structure include the following contextual 
factors; clarity of organisational purpose and role; regular dialogue about 
strategy; contact with senior managers; building leadership capability; feeling 
valued; and intrinsic or extrinsic incentives (anything that motivates behavior e.g. 
personal satisfaction, money or recognition, admittance and belonging to a 
community).
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Carney (2004) found organisational structure (locus of control, organisational 
hierarchy) a critical factor in influencing the strategic management role. She 
identifies key factors perceived to positively influence the strategic management 
role of Directors of Nursing, inciuding involvement and participation in strategy 
development; access to strategic information; perceived exclusion from strategic 
decision-making and efficacy of formal an informal communication channels.
Senior and Swailes (2004) in a study of operational manager teams explore the 
contextual variables affecting team effectively and high performance. They site 
organisation structure, philosophy and culture, reward systems, degree of 
management support and reward systems, and clear quantifiable outputs as 
contextual variable affecting team performance. Organisational structure is seen 
as a significant determinant of the strategic process and new organisational 
models have yet to be widely adopted in the NHS.
Modern organisational development literature advocates the leveling of 
bureaucratic hierarchy and organising around processes and teams spanning 
boundaries between functional units. The move from the structure-hierarchy- 
bureaucracy model to a purpose-people-process doctrine of management is 
thought to positively shape the behaviors of people, and create an environment 
in which they take initiative, co-operate and learn through entrepreneurial 
renewal and competence building processes. It assumes individuals can take 
initiative, an environment for collaborative behavior and capitaiises on the 
human desire to learn.
There is some consensus that appropriate rewards, executive management 
support, resource availability, supportive organisational structure and a 
tolerance for risk taking and possibly failure are conducive to effective change 
management and entrepreneurship. There is no agreement however, on the 
weighting of these factors. Hornsby, Kuratko and Zahra, (2002) report numerous
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studies that clearly show that organisational structure, managerial support, 
cultivation of autonomous behavior, incentives and control systems affect 
corporate entrepreneurial activities. They confirm the following factors 
(management support, work discretion, organisational boundaries, reward / 
reinforcement and time availability) as essential to entrepreneurial success. 
Shortell, Bennett and Byck (1988) note, a receptive context for change includes 
sustained leadership, training and support, measurement and data systems and 
protection from over-burdensome regulation (bureaucracy).
3.6.2. Inhibitory Role Factors
Few studies have directly addressed the barriers and challenges senior 
managers face in implementing strategic change. Balgoun (2003) conducted a 
longitudinal study to demonstrate middle managers role's as change 
intermediaries. He found middle managers need to engage in a range of 
activities to aid their interpretation of change intent. The interpretation aspect is 
often overlooked leading to role ambiguity and conflict and the study offered a 
significant alternative to the view of middle manager resistance to change.
Role clarity is the process of defining a role in the context of its working 
environment, in terms of executive, national and local expectations related to 
specific tasks, functions, processes elaborating process, standards and critical 
attributes required for effective role performance. Senior managers require the 
authority to test new processes (risk take) and executive managers need to hold 
individual employees’ capabilities in high regard and find a balance with 
between support and discipline. Clinical Governance project leaders considered 
lack of strategy and direction, lack of cohesive agenda for clinical teams and 
departments, and fractured approaches to priority setting as obstacles to 
progress (National Audit Office, 2003).
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other key factors identified in the literature which negatively affected strategic 
role efficacy include a complex organisational power structure (as opposed to a 
flat organisation); conflict and power domination, rationing of access to strategic 
decision-making; demanding schedules; constant restructuring, (Floyd & 
Wooldridge, 1994); lack of resources; paucity of executive management support 
for innovative ideas; power plays, and professional resistance to change.
3.6.2.I. Professional Resistance
The NHS has a strong and somewhat unique culture with a number of 
subcultures particularly resistant to the direction and pace of change. 
Organisational culture seldom exists as unitary phenomenon, more commonly 
there exists a dominant culture with a variety of subcultures e.g. the medical 
subculture with its strong power base and the managerial power base. 
Subcultures may be disparate or unified within the dominant culture. Some 
cultures may be more or less malleable to change, and may share certain core 
values with the organisation while diverging on others.
Historical and current struggles for power and status in the NHS include external 
cultural influences such as the Royal colleges, the growth of the for-profit sector, 
and the externally deterministic nature of Department of Health policy and 
performance targets. Achieving change is reliant on taking into account the fears, 
needs and motivations of all groups especially power groups who perceive they 
may loose status. Davies and Lampel (1998) sum up group antipathy towards 
quality indicators and management in general and plead for a return to 
professional (doctor) autonomy reliant on professional integrity and trust and 
warn of ‘artful carrot grabbing while dodging the sticks’.
Professional resistance to change presents a significant challenge to NHS 
senior managers. Alignment between doctors and organisations, represented by
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executive and senior managers is essential for the success of the NHS plan for 
rationalisation, transparency and greater patient choice (Davies & Harrison, 
2003). Traditionally NHS management has been medically dominated, ‘a loose 
tribal confederacy’ with institutionalised seapration between clinical and 
management roles (Hoque, Davis, & Humphreys, 2004; Brown, 2000). 
Professional activity is the foundation of healthcare and has its own dynamic 
and rules which tend to fragment activity into increasingly specialised elements, 
create specialist workers, and reduce productivity in the name of better quality 
(without necessarily having the evidence to support the claim).
The doctor -  manager relationship in the NHS is not yet reconciled. Medical 
dominance reigned undisputed until the introduction of general management 
(1984) and exposure to the open market (1991) and has been eroded 
subsequently by successive waves of increasing accountability and performance 
initiatives following the election of New Labour in 1997. The introduction of 
clinical governance and the persistence of performance initiatives is driving 
reform and restructuring of services in the face of voluble medical opposition. 
Attempts to draw senior medics into health service management including the 
clinical director and directorate model have resulted in some progress but both 
sides remain feeling constrained (Davies & Harrison, 2003).
Hewison (2002) and Ferlie, Ashburner, Fitzgerald and Pettigrew (1996) highlight 
the existence of converging and divergent values and go some way to 
explaining the tensions within the NHS (i.e. tension between instrumental and 
value rationality) which can be applied to the manager / clinician and manager / 
executive relationship. Table 3.1 illustrates these divergent values held by 
managerial and medical groups.
5 6
Table 3.1 Managerial & Medical Cultures: Points of Divergence
Managerial Medical
Structure Bureaucratic Collegial
Group Loyalty Low High
Job Security Low/medium High
Disciplinary base Social sciences Natural sciences
Evidence base C ase studies on organisations Clinical patient studies
Focus Patients as groups Patients as individuals
Skills Managerial /  human relations Biomedical /  technical
Allegiance Organisational /  corporate goals Patient /  professional
Discretion Low -  rules / procedures High -  clinical freedom
Success measures Efficiency Effectiveness
Quality emphasis Consum er rated Technical quality
Performance review Public Confidential
Professional status Emerging Established
Social Status Medium High
Public trust medium High but vulnerable
Reproduced from Davies et al. (2000)
3 6.2.2. Instrumental Rationality versus Value Rationality
A limited number of studies have explored the tensions between the 
instrumental (measurement based) rationality of managers and the value (caring, 
professional) rationality of clinicians. Hoque et al., (2004) found while managers 
identify with the organisation and its goals (instrumental rationality), consultant 
managers retained strong identification with their profession (value rationality).
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They found the government’s managerialist reforms have been more sucessful 
with the ex-nurse managers than clinical directors.
There are conflicting demands when managers pursue the greatest good for 
greatest numbers and clinicians taking a more individual approach. There is a 
degree of balance for hybrid managers with their increased comfort with the 
competing value sets. Consensus on values speeds up decision-making. A 
dichotomy exists between professional autonomy and bureaucratic managerial 
control. Senior managers remain constrained by the clinical power base and 
centrally dictated targets. The question exists, are clinicians adequately 
prepared for managerial and financial positions (Hoque et al., 2004).
3.7. Summary
Understanding senior manger perceptions of their role context is crucial to 
achieving NHS leadership and capability development. Newman (1994) 
identifies a need to explore how managers construct understandings of their 
own purpose and the meaning of their roles and a need to document the extent 
to which senior managers perceive various internal factors (organisational) 
influence their role as strategic change agent. Pettigrew et al. (1992) suggest 
further exploration of the local context in which senior managers implement 
strategic change. They emphasise the ‘management of meaning’ is core to this, 
the process of symbol construction and value use, the way actors in the change 
process mobilise their contexts and legitimise their role in change and create 
legitimacy for their ideas and plans up and down the organisation.
Given the magnitude and velocity of change in the NHS today senior NHS 
managers subscribe to a challenging role. Their role context, in which they 
function as change agent, influences the degree of challenge they face and thus 
their personal success. NHS organisational reform is reliant on their role efficacy.
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Research into factors facilitating or inhibiting their role efficacy is important to the 
survival and growth of the NHS.
Despite growing recognition of the important roles senior managers play in 
developing and implementing strategic change, relatively little is known about 
specific factors which facilitate senior managers efficacy. There is a paucity of 
empirical studies on the topic. Despite awareness of the predominant senior 
manger role as leader and change agent, and the refrain that senior managers 
are a powerful community of resistance to change, few attempts to understand 
the social context in which they function have been made. Research into 
external role environmental factors directly affecting the senior manager role is, 
thus limited in volume and scope. This research proposes to add to the body of 
knowledge in regards to change management and NHS senior managers’ roles 
in particular.
The review of literature has identified a number of factors that facilitate or inhibit 
successful change or enhanced organisational performance but these are not 
related directly to the senior manager experience of role context. Table 3.2 
provides a summary of these facilitative and inhibitory factors that provide a 
basis for comparison with the senior managers’ mental models.
Chapter 4 will describe this study’s epistemological basis, namely 
Phenomenology and Constructivism and elaborate on conceptual and 
theoretical approaches closely related to the theme of change management as 
experienced by the NHS senior manager. In particular the significance of 
Personal Construct Theory to this work is discussed.
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Chapter 4 Conceptual - Theoretical Approach
4.1. Introduction
The purpose of research is to explore, explain, describe and predict. When 
engaging in inquiry, compelling philosophical perspectives permeate the 
researcher's thoughts, motivations and choices. Preceding chapters have set 
the scene by delineating the problem in context and setting definitions and 
parameters. This chapter places this work within the researchers own 
ontological and philosophical allegiances as experienced within the working 
situation.
4.2. Personal perspective
From a personal perspective my philosophical allegiance stems from life 
choices and experiences. With a clinical background inevitably I subscribe to 
a philosophical pluralism. Medicine, both a science and an art, largely 
adheres to the scientific rationale of empirical observation and double blind 
random trials. However, in applying medical scientific knowledge, inevitably 
the subjective nature of human interaction, and the infinite human complexity 
and variety come into play. The uniqueness of human motivation, reaction 
and behaviour in the face of similar stimuli has intrigued me throughout my 
clinical and managerial career. Clinicians, healthcare managers, patients and 
the public engage in human interaction that defies a solely philosophical 
monism.
As a senior healthcare manager with a variety of international clinical and 
managerial experience, recently returned to the NHS after a considerable 
period spent in the for-profit healthcare sector, the NHS provides a rich
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environment for researching change management. I am motivated to expiore 
the history of the NHS in order to better understand its present ‘physiological’ 
state. Compared to a patient, the NHS could be described as being in a 
‘criticai condition’, under extreme pressure to effect radical change.
Translated to the human element that comprises an organisation there is 
massive pressure on all NHS staff and notably the executive and senior 
management teams.
As a senior manager I experience and observe colleagues exposed to this 
pressure. As a clinician I am orientated to observing and recognising the 
physiological and psychological manifestations of pressure and stress and 
motivated towards therapeutic interventions including psychological and 
emotional support. I contemplate what would assist the senior managers in 
their endeavors to be successful in implementing the changes required and 
maintaining day-to-day care services and what support they require to 
decrease the pressures and stresses?
All these factors influence my choice of where to focus my inquiry. Whiist 
acknowledging the positivistic nature of the science of medicine, the social 
reality in healthcare and within a healthcare organisation is human behavior, 
individuality, interaction, and unique reaction and motivation. Questions arise i
about what are the contextuai factors that influence senior manager’s |
performance and what is the senior manager’s expressed experience or 
understanding of these factors?
In endeavoring to answer such questions, it is necessary for researchers to 
examine critically their epistemological assumptions. The questions do not 
require measuring senior manager success by some observable universally 
applied criteria; rather they ask ‘what are their unique perceptions of the work
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context in which they attempt to be successfui?’ These perceptions relate to 
their psycho-emotional reactions to their socio-cultural contextual situation. 
They do not have an independent reality universally shared by all.
Inevitably then I subscribe to verstehen (advocating the inter-subjective, 
inter-experientiai processes of understanding in terms of own consciousness 
and the tacit ‘lived’ experience embodied unconsciousiy in behavior) rather 
than the erklaren. Erkiaren attempts transcend human experience and 
expiain phenomena in terms of antecedent causes in naturalistic terms 
(positivism). I subscribe to the belief that neutral observation is not possible 
because knowledge involves complex social and human phenomena and 
there are a multiplicity of intervening human factors. I subscribe to the view 
that social reality is conceived in our human consciousness; it is a factor of 
human cognition and cognition has no independent existence outside of the 
human experience of it. We create our knowledge of our social world, or 
working context in this case, in the act of knowing and experiencing and this 
influences our unique reaction, motivation and subsequent behavior.
I observe in working iife the multiplicity of ways people react to similar stimuli, 
whether that is bad news or care instructions or a loosely defined strategy. 
The same phenomenon Is Interpreted radically differently by the various 
participants and observers and provokes varied behaviors according to 
unique past experience, interests and motivations. This is important in 
organisationai change because behavior choices resuit which impact on 
personai and organisational efficacy. I am less convinced that the 
democraticaliy negotiated agreement of interpretation as suggested by the 
criticai theorist Habermas is a reaiizable goal in the day-to-day life and death 
crises that characterise an acute NHS hospital. Nor do I subscribe to the 
extreme critical theorist view of reality out there as one we wiil never know 
because there is no completely neutral observational language.
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From personal experience, I am not convinced there is a social reality 
independent of the interpretation imposed by participants in the ‘reality’ 
outside of a laboratory situation and technical observation of a phenomenon. 
The complex social environment of a hospital and particularly an NHS 
organisation at this point in time, in the throes of chaotic and phenomenal 
change, is a far cry from a contrived laboratory situation. Rather I subscribe 
to a post modernist view of social reality as created and determined via the 
cognition of those involved in the social situation.
My purpose is to explore the subjective interpretations senior managers hold 
in relation to their present work context, explore their socially constructed 
meanings and more specifically to gain understanding of what organisational 
factors senior managers perceive hinder or faciiitate their role efficacy. 
Therefore I am not concerned with the positivist “third person” view but the 
“first person” account, a unique interpretation of a work context.
4.2.1. The Value of this Research
There is value in obtaining the senior managers’ perceptions so as to 
faciiitate remedial thinking and construing by individuals or groups in relation 
to their unique perspectives and aimed at personal and organisational 
development. The senior manager group is a cluster of professionals from 
varied backgrounds and philosophies. Important, too, to the postmodernist 
view of sociai reaiity is an expioration of the macro and micro contexts that 
influence individual perceptions, and behavior. This exposition may ultimately 
lead to dialogue for change.
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Senior manager roles remain largely unexplored in the organisational 
behavior and organisational theory literature and studies are aimost 
exclusively confined to industrial organisations (Janczak, 2000; Nonaka, & 
Takeuchi, 1995). This study assumes ‘role’ exists as a cognition system 
unique to each individual senior manager rather than an objective entity. 
Therefore, a theoretical approach and methodology are required which can 
eiicit the unique constructs each manager uses to understand their role and 
the impact of their role context on optimal individual performance. The study 
also assumes that a better understanding of managers’ cognitions wili iead to 
a better understanding of organisational performance.
This research is largely exploratory, inductive and not concerned with testing, 
verifying nor generating substantive theory. Although there has been 
criticism of the lack of quantitative, evidence based research; it is 
acknowledged that healthcare management is, as yet, undefined, essentially 
indeterminate, fragmented, interactive, episodic and contextual (Pettigrew, 
Ferlie, & McKee, 1992; Hewison, 2003; Mintzberg, 1973; Hales, 1986). This 
research seeks to enhance understanding of a primary core organisational 
tension; control over the human element of production and service to better 
understand the process rather than the outcome of change (Sutherland & 
lies, 2001).
4.3. Epistemological Choices
Epistemological questioning (probing the basic nature of knowledge) is vital 
in establishing validity and legitimacy of research. Epistemology is the 
philosophical basis of knowledge concerning reaiity. All research is 
inextricabiy embedded in a particular world vision and its associated 
assumptions influence one’s approach to research, design, data collection
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method choice, and anaiysis of data (Thietart et ai, 2001). There are two 
major epistemological streams: the positivist and the phenomenological.
For positivists reality exists independently, independent of a person’s 
knowing and a-contextual (Thietart et al., 2001; Popper, 1972). Social 
context cannot easily be described in objective terms. To reveal the unique 
interpretation (constructs) managers attribute to the subjective role context 
requires a methodology that will facilitate arriving at the manager’s unique 
construal (mentai modei).
Exploring managerial effectiveness is heavily influenced by the highly 
complex and contingent nature of managerial work (Cammock, Nilakant & 
Dakin, 1995; Pettigrew & Whipp, 1991; Hales, 1986). Fransella et al (2004) 
point out that it is important to ensure the assumptions underling research 
are not in conflict with assumptions impiicit within chosen methodoiogy or 
techniques. Managehai effectiveness can be studied from the perspective of 
the functionaiist or from the sociai constructionist approach that maintains 
that organisationai phenomena are sociaiiy constructed and sustained 
through interactional processes. Positivist approaches to studying strategic 
management assume ‘effectiveness’ is an objective attribute of the manager 
and can be quantitatively measured.
Martinko and Gardiner (1990) studied the contextual determinants of 
organisational performance. Using a regression procedure they attempt to 
eliminate socio-economic variables on school performance to reduce the 
effect of environmental issues on performance. They could not eliminate all 
environmental effects demonstrating the difficulty of approaching such 
complex issues from a functionalist perspective (Cammock, Niiakant & Dakin, 
1995). Organisational strategic management is increasingly recognised as 
having a significant sociai component and multi-paradigm perspectives are 
encouraged.
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Thus, by implication, studying the interpretation and meaning individuai 
senior managers place on contextual factors influencing their success in 
improving performance and implementing good governance, bases this study 
in the phenomenological epistemological realm.
4.3.1. Phenomenology
Phenomenology is one of the main epistemological paradigms representing 
beliefs about the nature of reality. Phenomenology views reaiity as that which 
is perceived or constructed by the observer. A phenomenon is the internai 
manifestation of experienced consciousness, and individuals create their 
environment by their thoughts actions and goais. Different people have 
different ways of construing and may construe the same event differently on 
separate occasions (Jankowicz, 2004; Thietart et al., 2001). For the 
phenomenologist then, the social world is comprised of interpretations, 
constructed within unique social interactions and contexts (Thietart et al., 
2001).
The phenomenological hypothesis maintains that the essence of an object is 
multipie (interpretivism) and cannot be attained (moderate constructivism) or 
does not exist (extreme constructivism). For the moderate constructivist 
reality is never independent of the mind -  numerous constructed realities 
exist as opposed to the non - existence of reality for the extreme 
constructivist (Thietart et ai., 2001).
The Interpretative perspective seeks to understand how actors construct the 
meaning they give to social reality. For the interpretivist reality is essentially
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perceived (the phenomenological hypothesis), researcher and subject 
interact (the interactivity hypothesis). The interpretivist knowledge goal and 
choice of research process is to develop an understanding of social realities 
as experienced by the subject, in this case the senior managers’ roie context.
4.3.1.1. Constructivism
A constructivist model of the mind is based on our understanding of the 
central nervous system. Humans organise their experience via similarity and 
contrasts in a way that is personally meaningful to them. They characterise 
phenomena by using contrast and similarity i.e. hard and soft, angry and 
happy. Each individual’s interpretation (making sense of the prevailing 
situation) is unique. For constructivists knowledge and reality are contextual 
and relative, therefore pluralistic and plastic. A methodology, which is suited 
to drawing out unique meanings in terms of contrast and similarity, is the 
repertory grid methodology.
Constructivists maintain reaiity is never independent of the mind and the 
process of understanding is integral to constructing reality. Constructivism 
assumes a phenomenon is the internal manifestation of experienced 
consciousness and individuals create their environment by their thoughts 
actions and goals (Thietart et al., 2001). Reality is constructed by the act of 
knowing and muitiple reaiities exist by virtue of the product of individual and 
collective mentai constructions (Thietart et al., 2001) Social constructivism 
contends that categories of knowledge and reality are activeiy created by 
social relationships and human activity and interactions. Constructivism 
emphasises the importance of culture and context in understanding what 
occurs in society.
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The motive for constructivist research is to identify a need to aiter a 
traditional response, and act as a catalyst to re-examine traditionai modes of 
action with a view to facilitating change. The research problem only 
materialises once the researcher has settled a clear vision of the project, and 
developed an 'own' construction of reality. The researcher’s subjectivity and 
purposefulness are intrinsic to the constructivist approach. As a senior 
manager with experience of the chalienges of incorporating governance 
standards into operationai practice and effecting sustainabie organisationai 
learning, this study is immersed in the operational context.
This research is concerned with the social construction of reality. 
Construction of social meanings, therefore, involves inter-subjectivity among 
individuals that evolves through negotiation within the communicating groups. 
Specific constructions of reaiity (knowledge) pertain to specific social 
contexts. In the social construction of knowledge, for a body of knowledge to 
become socially established as reality, it is vital that research gets to the 
heart of the processes by which social reality is established for an individual 
(Berger & Luckman, 1996).
This study uses the constructivist paradigm to operationalise the study via 
Kelly’s (1955) Personal Construct Theory and makes use of the repertory 
grid technique to probe individual senior managers’ personal constructs. This 
study thus employs a descriptive, interpretative approach to reveal the 
constructs senior managers use to describe their roles and the contextual 
factors that influence such processes.
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4.4. Associated Conceptual and Theoretical Approaches
In order to add value to the careful and considered description of the 
phenomenon under review, major concepts ciosely related to substantive 
theories such as personal construct theory, systems thinking and 
organisationai theory are considered important and discussed below.
4.4.1. Organisational Theory
There are two constant core tensions that have influenced organisational 
theory development from the early classical social theorists, to scientific, post 
bureaucratic and learning organisation paradigms. These tensions are 
controi over the human eiement of production or service (the focus of this 
work) and the differentiation and integration conflict (Jaffee, 2001).
The human resource, the social entity that is an organisation is a conscious, 
heterogeneous, reflexive and reactive factor of service. Within organisations, 
managers seek to develop rational, efficient and predictable systems of 
control; they are constantly faced with constraints imposed by the human 
factor. Human participants must be motivated towards reaching 
organisational goals and universal methods cannot be applied to all 
situations, persons and groups. (Jaffee, 2001 ).
Leaders and managers are constantly faced with constraints imposed by the 
human factor. The human factor responds - subjectively and behaviorally - to 
organisational arrangements. Intended purposes may go unrealised 
because unexpected, counter-productive consequences occur which
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stimulate further change to managerial practice and theorising. The human 
factor thus creates challenges for those who manage organizations. This 
core tension or paradox has driven the evoiution of organisationai theory and 
strategy and has become one of the core concepts in current organisation 
and management studies.
Jaffee (2001) asks how do organisations extract the energy from human 
subjects who refiect consciousiy on their roles and activities and who have 
the capacity to resist or minimise unanticipated consequences and 
paradoxicai outcomes? The value of the practical application of findings lies 
in the deeper understanding to be gained by the senior managers 
themselves during the repertory grid process and for the executive managers 
an increased understanding of contextual factors which senior managers 
believe influence their ability to be successful in their strategic management 
role and specifically change management.
4.4.2. Social Cognitive Theory
This research is concerned with eiiciting senior manager perceptions of 
contextual factors affecting their role and is therefore concerned with human 
‘cognition’. Cognition systems describe individuals’ belief systems or mental 
models they use to perceive, construct and make sense of their world and 
ultimately base decision and action on (Swan, 1997; Walsh, 1995; Weick, 
1995).
Social cognitive theory explains how people acquire and maintain behavioral 
patterns that also provide the basis for intervention strategies (Bandura, 
1995). An underlying assumption of cognitive theory is that the individuai 
holds mental representations of the world that mold behavior (Tolman, 1948).
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Jelinek and Litterer (1994) propose a cognitive theory of organisations that 
proposes individuais’ mental models guide the direction of organisational 
decision-making and action that in turn remolds the mental models of the 
individuals. In 1941, Miller and Dollard proposed the theory of social learning 
concerned with cognitive, emotional and behavioral aspects for 
understanding behavioral change.
An understanding of organisational decisions and outcomes can benefit from 
descriptive models of the importance of role context on the cognitions of 
individuals and groups. Fiol and Huff (1992) note a lack of empirical 
investigations into the roie of cognition in organisations and Swan (1997) 
cited several works stressing the importance of investigating individual’s 
cognitions in the organisational decision-making context.
Organisational decisions derive from collections of individuals engaged in 
collective social activity who are in turn affected by the socio-political context 
of the organisation. Organisational identity is a set of constructs individuals 
use to frame what is central, distinctive and enduring about their organisation. 
When faced with radical organisational change their construct framework is 
upset and incongruent. This requires them to reframe their view of 
organisational identity and thereby their own personal and professional 
identities. Change is a significant personal process associated with lack of 
comprehension and cognitive opposition ieading to resistance, anxiety and 
deviation from organisational goals (Reger, 1990). The process of change 
thus, refers to actions, reactions and interactions of people as they negotiate 
and make sense of their perceived brief (Pettigrew, Feriie & McKee, 1992).
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4.4.3. A Contextualist Framework
Context, therefore, may operate to constrain or provide opportunity for 
behavior and decision-making and subsequent action (Johns, 2001). People, 
behavior and the environment are constantly interacting influencing the 
individual’s perception of their day-to-day experiences.
In its broadest sense ‘context’ relates to the outer contextual environment for 
change, the international, national economic, politicai and sociai context. 
Context aiso refers to the sociai milieu (coiieagues, hierarchy) physical 
environment (intra-organisational and extra-organisational setting) and 
situation (the individual cognitive or mental representation of the environment) 
an individual holds which influences their behavior.
Pettigrew et al., (1992) define context as the ‘why’ and ‘when’ of change. 
They differentiate between inner context (influences such as resources, 
capability, structure, cuiture and internal politics) and outer context 
(prevaiiing economic circumstances, socio and political environments). The 
content of change is the ‘what’ and the process is the ‘how’ of change. 
Context in this research is not the physical, geographical context aligned to 
positivist epistemology, where reality exists independency (a-contextually) of 
a person’s knowing (Thietart et ai, 2001 ; Popper, 1972).
The contextuaiist perspective proposes that at any point in time an 
organisation’s capabilities, prospects, actions and decisions are rooted 
substantially in preceding history (choices, decisions, and experiences). This 
inheritance is the combination of past iife values, vested interests and power 
structures that may foster rigidity or adaptability applied at the individual or 
organisational level. Acknowledgement of the dynamic nature of context is 
vitai. The contextualist paradigm relies heavily therefore on multilevel 
process-in-context description and analysis, which views organisations as
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complex continuing systems driven by multifarious circumstances and 
processes which foster or hinder change.
Process-in-context description and analysis requires explanation of the 
phenomena of prime interest (senior manage role context) in terms of the 
complex, temporal, cultural, ideological and motivational milieu (NHS macro 
and micro environment), which exposes the meaning of the drama of 
organisational change played out by senior managers on a day-to-day basis 
(Valentine, 1994).
Johns (2001) emphasises the importance of context in organisational 
behavioral studies and recommends the use of cross-level design and 
comparative studies which incorporate sensitivity to time, social class and 
cultural differences with detailed description of the organisation and its 
context. Studies of the contextual determinants of organisational 
performance are rare (Cammock et al., 1995). Elenkov and Manev (2005) 
report positive and significant effects of top management ieadership on 
innovation. Their results indicate that within the socio-cuitural context, 
leadership plays a significant roie.
As the process (how) of change refers to actions, reactions and interactions 
of peopie as they negotiate and make sense of their perceived brief 
(Pettigrew, Ferlie & McKee, 1992), this study focuses not on the constituents 
or measurement of change (when and why) but on contextual processes 
affecting senior manager’s role in bringing about change. Context in this 
research refers to the social milieu, the interrelated conditions in which a 
phenomenon exist, the organisational structure, strategy, culture, 
predominant management framework and local political and social milieu.
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4.5. Mental Models
A mental model is described by various researchers as schemata, 
assumptions, mental maps, frames and constructs (Auchamp, 2002). Senge 
(1993) describes mentai modeis as constructions, internal images managers 
continually use to interpret and make sense of their world. Kelly (1955) 
describes mentai models as a set of concepts managers develop individually 
to classify and interpret their world events to make predictions concerning 
outcome based on past experience and their current interpretation of their 
context. Mental models thus represent individual reality. Mental models play 
a core critical role in an organisation.
Senior managers in a iarge NHS District General Hospital are occupied in 
achieving performance targets and implementing governance; they make 
decisions and implement strategic actions in order to fuifili organisational and 
national NHS objectives. They do this in an organisational context of social 
relationships. This study is concerned with the mental models senior 
managers use to describe contextual factors affecting their role efficacy.
The iiterature review tells us senior manager’s organisational and personal 
context is influenced by the complexity, and pace of NHS strategic change, 
the avaiiabiiity of information, quaiity of relationships, ieadership, presence or 
absence of reward systems and clarity of direction and goals. To make 
sense of the overall strategic plan and decide a course of action, senior 
managers must filter all the noise; make personai choices based on 
experience and interpretation of the decision-making context and 
relationships. Mental models help to decrease the uncertainty inherent in 
deciding how to implement plans and goals to attain performance targets and 
implement governance.
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Mental modeling is central to the sense making process of individuals and 
groups (Auchamp, 2002). These mental models exist in the psyche of the 
individual senior manager and group; they are not amenabie to observation 
and examination. Argyrls (1980) describes mental models as ‘theories-in- 
use' which inform action and proposes these theories-in-use frequentiy differ 
from "espoused theory’ (what peopie say). In other words the theory-in-use is 
inherently tacit and in the frenetic pace of change in the NHS, there is scant 
opportunity for making explicit these mentai models essential to developing 
shared organisational vision.
Different managers interpret the same context in different ways, using their 
unique brand of personal beliefs, attitudes, hypotheses, prejudices, vaiues, 
expectations, and relationships with colleagues and executive. Coliectively 
they make decisions, ultimateiy influenced by their desire to avoid unwanted 
consequences, to achieve their own and organisational goals. They are often 
unaware of how all these influences are brought to bear in their day-to-day 
decision-making.
4.5.1. Shared mentai models
Jelinek and Litterer (1994) propose a cognitive theory of organisations in 
which collections of individuals engage in collective social activity affected by 
the soclo-poiitical context. Individual and shared mental models are of great 
importance as they have the potentiai to influence positively or negatively 
decision-making, action, and uitimately organisational success. They may 
inhibit creative problem solving, new service design, organisational 
adaptability, or inhibit organisationai learning.
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Although each senior manager has a unique mental mode, in the group of 
senior managers, this view is tempered by the social relations in their sphere 
of influence where common orientations to organisational issues will develop. 
Shared mental models can facilitate clarity of role within the organisation and 
improve team effectiveness.
Communication facilitates shared interpretations of reality. Auchamp (2002) 
maintains shared mental models are an emergent characteristic of 
organisationai communication. A shared organisational vision is a good 
example of a shared mental model that drives action. Increasingly these 
intangible mental models (shared and individual) are being recognised as the 
most valuable of organisational assets (Auchamp, 2002; Nonaka, 1991; 
Senge, 1990).
Healthy organisations are those that systematise processes, uphold 
transparency and merit-decision-making, balance defense and inquiry, and 
articulate what is normally not said. This promotes development of shared 
mental models and highlights the distinctions between espoused and 
theories-in-use (Senge, 1990). Exploring individual and shared mental 
models will facilitate increased awareness (articulate what is unsaid) for 
individual senior managers and executive teams that can lead to increased 
individual and organisational capability.
Awareness of the value of shared mental models can lead to change and 
improvement. Gaining an understanding the senior manager’s individual and 
group perceptions of a context conducive to role efficacy is important for the 
individual manager, the group and for the executive team directing them. 
One way of accessing this is through cognitive mapping.
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4.5.2. Cognitive Mapping
The term “cognitive map” was developed in the fieid of psychology to 
describe an individual’s internal mental representation (cognition) of the 
concepts and their relationships that individuais use to make sense of their 
world (Tolman, 1948). Cognitive maps are internally represented schema or 
mental models that are learned, dynamic and influenced by the individual’s 
physical and social environment. Cognitive mapping describes a set of 
techniques used to identify individuai and group subjective beliefs and 
present these in a visio-spatial diagram or cognitive map (Fioi & Huff, 1992). 
Mapping techniques include; repertory grid, content anaiysis of text, semiotic 
analysis, argument mapping, matrices and matrix-multiplication techniques 
among others.
Cognitive maps are thus useful tools for facilitating understanding of the 
meanings of various managerial groups, facilitating negotiation, and 
decision-making; and useful tools for organisationai intervention. This 
research assumes a better understanding of managers’ cognitions will lead 
to a better understanding of organisational performance, in this case a better 
understanding of the roie of senior managers in achieving performance 
targets and incorporating governance in to the fabric of the learning 
organisation.
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4.6. Personal Construct Theory
Personal Construct Theory (PCT), based on the philosophical stance of 
Constructive Alternativism, views man as “the scientist" preoccupied with 
predicting, controlling and determining his behavior rather than supporting 
Skinner’s view of an automatic biological organism (Kelly,. 1955; Tolman, 
1948). George Kelly (physicist, mathematician and clinical psychologist) 
regarded mathematics as the ‘the purest form of construing’ (Fransella, Bell 
& Bannister, 2004) and incorporated it into his psychological theory and its 
operational aspect, the repertory grid. His theory of personal constructs 
states that behind every conscious or unconscious act of judgement an 
individual formulates, lies their implicit own theory of the context in which he 
(sic) makes the decisions.
Personal Construct Theory (PCT) has widespread acceptance in a variety of 
disciplines including social sciences, strategic management, and psychology. 
The model underling PCT suggests we strive to make sense of our work in 
order to influence results and effects. Kelly’s theory proposes human beings 
are strongly orientated towards anticipation of events, outcomes and 
attitudes. We create and recreate, as situations and context changes. Thus 
we are ‘scientists’ employing our unique theories to hypothesise, test, 
experiment and observe effects only to re frame our theory-in-use. 
Individuals thus mold their behaviors in anticipation; they are focused on 
achieving the best result by incorporating their individualism with their 
anticipated ideas on outcome, and existing relationships. Should they be 
proved wrong they might adapt their constructs.
Kelly’s theory thus provides a constructivist model of anticipation and action, 
in which human experience and construing of meaning in a particular 
situation wili determine the course of action chosen. The senior manager is
80
not obeying a rule but making choices based on past experience and 
attempting to maximise the probability of correct anticipation but possibly 
doing something entirely different such as trying to win an argument, make a 
personal point, outshine the opposition etc. (Gaines, 2003).
Bourdieu (1990) maintains that all human behavior is impiicit rather than 
explicitly represented and is generated within a rich background constituted 
through accuituralisation processes that internalise the historic development 
of the institution. In response to internal and external stimuli they continually 
adapt or succumb to alternative constructions of the whole or parts. Past 
experiences, levels of education, social position in the organisation etc., are 
all integral to the individual’s “construction" of the prevailing situation and 
therefore have a major influence on the resultant behaviors. Each individuai 
has a ‘personal construct system’ that Kelly (1955) describes as channels in 
which their mental processes run, having two opposing poles (Swan, 1997; 
Walsh, 1995; Weick, 1995).
A basic premise of PCT is the development of ‘rationality’ through a process 
of social interaction, which is an active and creative process, rather than a 
passive biological mechanism. By interpreting each other's behavior, 
individuals choose from a variety of sociai roles, which iead to a sharing of 
attitudes in response to particular situations. Justifications for conduct are 
then based on these perceptions. PCT suggests individuals’ process 
information through a system of constructs (cognition systems) which 
facilitate their unique interpretation of their world and subsequent action 
decisions (Swan, 1997; Waish, 1995; Weick, 1995). These facilities make it 
possible for senior managers to anticipate the dynamic nature of their world 
e.g. the pace of change and ever changing government imperatives in the 
NHS.
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A construct is a dichotomy or continuum comprised of two poles along which 
stimuli can be positioned allowing individuals to cognitively evaluate (make 
sense of) stimuli. The emphasis lies on the nature of similarity and contrast 
i.e. dimensions used to assign the similarity or contrast rather than the fact of 
similarity or contrast existing as in categorisation theory (Jenkins & Johnson, 
1992). These individual constructs are core to cognition. An individual’s array 
of constructs forms a repertory amenable to representation on repertory grid 
capable of representing an expioration of cognitive structure (Jenkins & 
Johnson, 1992). Personal Construct Psychology (PCT) is equally capable of 
accounting for the psychological process of functional groups, as individual 
senior managers (Gaines, 2003).
This research is strongly influenced by personal construct theory and 
proposes to explore senior managers’ understanding (subjective construction) 
of their roie in achieving national and local targets and implementing 
governance in a iarge NHS DGH. As “role” exists as a cognition system 
(construct) unique to each individual senior manager a methodology is 
required which can elicit the unique constructs each manager uses to 
understand their role and the optimal conditions in which to fulfill it effectively. 
In order to explore senior manager’s perceptions i have made a conscious 
selection of PCT and the associated repertory grid technique.
4.7. Summary
This chapter has exposed the epistemological and philosophical motivation 
and related this to the choice of Personal Construct Theory (PCT) and the 
repertory grid technique as an ideal theory and vehicle from which to expiore 
the unique perceptions NHS senior managers hold in regards to their role
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context in relation to their role efficacy. Chapter 5 describes the research 
design and repertory grid technique in detail.
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Chapter 5 Research Methodology and Repertory Grid Technique
5.1. Introduction
The previous chapters have estabiished that this study is sited within the 
Health Service Industry, the NHS in particular, and a large District General 
Hospital (DGH) specifically. The study is situated in the realm of strategic 
organisational change specifically exploring senior manager perceptions 
(mental models) of their role context in a large DGH (Trust Z). The focus of 
the research is to elicit and explore senior managers’ unique perceptions.
Chapter 4 presents a case for setting this work within the phenomenoiogical 
epistemological domain and justifies the choice of an interpretivist approach 
to reveal the ‘constructs’ senior managers use to describe the contextual 
factors that influence their role efficacy. Before engaging in research, it is 
necessary to develop a strategy aligned to the epistemological, ethical and 
ontological assumptions on which to base deliberate, conscientious, aligned 
choices in methodology and techniques for data collection and analysis 
(Remenyi, 1996). The kind of knowledge a methodology aims to produce is 
dependent on the epistemological and ontological perspective of the 
researcher and the phenomenon under discussion (Willig, 2001).
This study explores the senior managers’ socio-political context in order to 
develop an understanding (verstehen) of their social reality in relation to 
implementing corporate and clinical governance and achieving performance 
targets. The purpose of this is to contribute to a financially viable learning 
organisation, a new NHS. This study seeks to add to the body of knowledge 
of change implementation. It is increasingly vital for those responsible for
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major organisations to understand and manage organisational processes 
more effectively to enhance capability and sustainability.
In order to reveal mental models a research design and data collection 
technique is needed that can expose the unconscious, unique constructs 
with minimal researcher influence.
5.2. The Qualitative I Quantitative Debate
The whole ‘qualitative / quantitative’ dichotomy is open to debate (Silverman,
2000). This debate focuses on the level of precision of data, how precise or 
imprecise is quantitative and qualitative data. The general assumption is that 
social science research can only be valid and generaiisable if based on 
experimental data, random sampling and quantified data (Silverman, 2000). 
Generalisability is the main aim of quantitative research largely achieved with 
statistical sampling procedures. Qualitative research, however, must apply 
the same rigorous, critical standards as purely quantitative research 
(Silverman, 2000). Choice of methodology should reflect overall research 
strategy and the broader societal context. Thus it is imperative researchers 
make pragmatic choices directly related to the specific research question 
when choosing research methodologies.
Both quantitative and qualitative research data can justifiably be criticised in 
terms of deficiencies. One source of criticism of qualitative research is 
related to reliability of analysing and interpreting narrative, and 
‘anecdotalism’ with researchers selectively choosing of quotations to 
represent the results. Qualitative research follows a theoretical rather than 
statistical logic (Silverman, 2000). It is generally descriptive, focused on 
interpretation rather than quantification, subjective rather than objective.
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flexible, orientated to process rather than outcome and has a concern for 
context with situation and behaviour inextricably linked (Cassell & Symon, 
1984). It is orientated to exploration, discovery, and inductive logic starting 
with specific observations and endeavouring to arrive at a general model 
rather than develop or test hypotheses. In this study there are no 
preconceived expectations or hypothesis and no intention to propose a 
hypothesis.
The nature of the qualitative topic implies choosing the categories or group to 
study on the basis of their relevance to the research question; choosing 
cases typical of the population and cases immersed in the domain of interest. 
Qualitative research emphasises process and meanings, the socially 
constructed nature of reality, the relationship between the researcher and the 
researched and situational constraints influencing the inquiry (Aucamp, 
2002). Qualitative research is generally reliant on field research and varying 
degrees of immersion in the naturally occurring experience.
The methods employed by qualitative researchers are based on a common 
desire to achieve a deeper understanding of social phenomena. The 
intention of this research is to reveal the constructs senior managers use to 
describe their socio-political roles in attaining performance targets and 
integrating knowledge of governance into the organisation and to describe 
the contextual factors that influence such processes. Therefore a descriptive, 
constructivist, interpretative approach, based in the phenomenological 
epistemological realm, is employed with a corresponding operational strategy 
using PCT (Primary Care Trust) and the repertory grid technique. This 
approach is particularly pertinent to business and organisational studies that 
involve groups of people interacting socially to achieve goals.
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5.3. Research Approach
The definition of the problem in a qualitative study arises from the specific 
interest of the researcher, the unique context of the perceived problems and 
extensive reading around the subject (Thietart et al., 2001). This research is 
concerned with the social construction of senior manager work context 
realities. Their perceptions are unique and as such are elements of their 
individual consciousness; they construct their reality as opposed to reality 
having an independent observable entity. Researchers too, are never 
independent of the investigation topic.
Research approaches designed to investigate social processes should thus 
be interpretative in nature, assuming human beings’ understanding and 
action are based on their unique interpretation of information and events. 
Understanding managerial effectiveness in the NHS DGH context, therefore, 
is influenced by the unique meaning ascribed by senior managers to the 
managerial context (environment). Berger & Luckmann (1996), Weick (1995) 
and Daft and Weick (1984) maintain that understanding and meaning are 
dependant on the connotation assigned to specific phenomena in specific 
contexts (socially constructed meaning), therefore unavoidably subjective 
and subject to context and time in which senior managers strive to achieve 
goals.
As the focus of this descriptive study is on senior managers’ perceptions 
rather than the change process or the change agent role, a qualitative 
interpretative approach (Goia & Ghittipedi, 1991) is required which assumes 
human beings’ understanding and actions are based on their unique 
interpretation of their personal constructs in relation to role context.
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5.3.1. Research Question and Objectives
As a senior manager in private and public sector healthcare service 
industries here and abroad, I have personal experience of the chaiienges of 
meeting performance targets and incorporating governance standards into 
operational practice to effect sustainable organisational change.
The Question, which arises from the researcher’s operational context and the 
literature review, is:
What are the contextual factors that contribute to senior manager 
efficacy in attaining performance targets and impiementing governance 
in a large NHS hospital trust?
This study specifically explores senior manager's perceptions (mental 
models / constructs) of their immediate socio-political role context. Thus by 
implication, studying the interpretation and meaning the individual senior 
managers place on the context in which they strive to improve performance 
and implement all facets of good governance is directly relevant to increasing 
understanding of strategic change and leadership. Change in organisations 
is brought about by teams, and individuals interacting in socio-political 
situations communicating, involved in power relations, motivating, directing 
and developing process and roles.
This study assumes an optimal role context will facilitate optimal individual 
performance for the NHS senior managers, contribute to their personal and 
professional development and contribute to optimal organisational (NHS) 
development and sustainability. Furthermore it assumes exploring the 
constructs (mental models) senior managers hold in relation to factors
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positively and negatively influencing their role performance will bring 
enhanced awareness for the individual senior manager and facilitate 
increased awareness on the part of executive managers who direct and 
motivate and direct the work of the senior managers.
The specific research objectives are
o To identify the unique constructs senior managers use to describe the 
contextual factors influencing their efficacy in impiementing governance 
and attaining performance objectives.
o To establish obvious differences, if any, in the constructs used by 
different groups of senior manager.
o To identify any perceived gaps between what senior managers value as 
important to their role context and what they perceive the organisation to 
value.
o To enhance senior manager and executive understanding of the import 
participants place on the contextual elements of their work.
5.4. Research Design
In order to reveal mental models a data collection technique is needed that 
can expose the manager's unique unconscious constructs with minimal 
researcher influence. A survey technique would begin from the premise that 
the researcher had made assumptions as to the nature of the constructs 
senior managers might use to describe contextual factors.
As the goal of the research is to develop a better understanding of senior 
manager’s social role reality, Kelly's Personal Construct Theory (1955),
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rooted in individual and socially constructed reality, provides the ideal 
theoretical framework to underpin the repertory grid technique designed to 
elicit their unique descriptions of the contextual conditions most favourable to 
them fulfilling their roles successfully. The associated repertory grid 
technique is a widely accepted research tool used extensively for more than 
thirty years in psychology (Bannister, 1981), and increasingly in 
management research.
5.4.1 Sampling Strategy
Sampling strategies rest on the notion of representativeness, usuaiiy sought
by identifying critical variables and selecting a study sample to reflect these
variables in the same way that they occur in the general population. Further
more, to test any exposed theory or relationship, the test needs be applied to |
dissimilar elements (Cook & Campbell, 1979). As heterogeneity exercises a i
negative effect on significance of effects and should the relationship appear i
significant despite it, then results can be generalised further (Thietart et al., ;
12001). As this work is exploratory a heterogeneous sample is not a 
prerequisite.
Whereas probability sampling seeks to eliminate subjectivity, this research is 
based on specific senior manager’s subjective views. Therefore the sample 
is a purposive judgment sample, tightly defined and localised (Tan, 1999;
Swan & Newell, 1994; Reger, 1990; Dutton et al., 1969) to one NHS DGH.
The use of a single organisation limits the effects of moderating variabies 
across NHS organisations which might increase the effect of intervening 
variabies. Theoreticaiiy grounded purposive sampling faciiitates choice of 
case to iliustrate the domain of interest, contextual factors important to senior 
managers.
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Selection criteria are thus guided by the homogenous nature of the sample 
elements required by the research context and theme. The sample is ‘typical’ 
of those I considered to be ‘usual’, ‘normal’ in the sample population (Thietart 
et al., 2001) of senior managers and includes those with specific knowledge 
and experience relative to the phenomenon of interest. A homogenous 
sampie makes it easier to highlight relationships and propose theory. Thus 
for this study sample, elements are precisely and purposefully selected, 
guaranteeing respect for homogeneity criteria required by this research 
design (Thietart et al., 2001).
5.4.2. Selection of Participants
The sample frame consists of all NHS senior managers; however it is not 
within the scope of this doctorate to access this entire group. Consequently 
the senior manager cohort of one DGH (thirty one senior managers) was 
selected as the population of interest. They represent a homogenous group 
with responsibility for implementing the changes demanded of the new NHS, 
uniquely positioned between national imperatives, executive management 
and the care-face staff who interface with clients.
The DGH (Trust Z) Is a large NHS Hospital Trust with an annual income in 
excess of £300 billion and employing more than 7000 staff, with 5 executive 
directors and 31 senior managers reporting directly to them. Trust Z delivers 
approximately 133000 accident and emergency episodes, 425,000 outpatient 
visits, and 51,000 elective and 66,000 emergency admissions annually. Trust 
Z’s five divisions are the size of medium to large businesses in their own 
right; the two largest divisions employ approximately 1400 people and have 
turnovers of £100m and direct expenditures of £75m per annum. A major 
Private Finance Initiative (PFI) redevelopment is underway, involving merger
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of the three sites and restructuring of services. The Trust aiso has a pending 
application for Foundation Status that adds a considerable burden of change 
and administration.
The pressures and pace of change at Trust Z are enormous. Massive shifts 
in culture are necessary. Stiff targets are set nationally and the stakes are 
frequently boosted at short notice. Staff delivering services to customers, are 
under extreme pressure to effect service reforms, implement fiscal savings 
and prepare for Foundation Trust status whilst continuing to deliver day-to- 
day care services. Managers are faced with ever accelerating pace of 
change complicated by frequent direction and priority changes in delivering 
major financial saving plans, systems and process re-engineering and 
incorporating new philosophies (quality improvement and ‘lean’ thinking). A 
day-in-the-life of a senior manager will incorporate: a lean project meeting for 
local systems and process redesign, a Patient Targeting List meeting 
addressing DOH patient targets, an Emergency Care Improvement Planning 
meeting to pian for winter pressures within a diminished bed stock, a Change 
Management meeting to plan for commissioning the new PFI, and divisional 
meetings for delivery and control of their services. The pressure on senior 
managers is extreme and unreienting. The viabiiity of individual organisations 
within the NHS and the NHS as a whole are at stake.
Senior manager in this study is defined as those managers currently 
employed by Trust Z reporting directly to the executive directors. Aithough 
they constitute a homogenous group they inciude managers with ciinical, 
technicai or exclusively managerial backgrounds, and include clinical 
managers who also hold a portfolio of direct clinical responsibility. The cohort 
of senior managers is a group with varying titles, spans of control, budgets 
and complexity of service. There are, therefore, heterogeneous elements 
within the group and it can be expected there will be divergent ‘construing’ on 
individuai repertory grids.
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Organisational approval was obtained from CEO (Chief Executive Officer) 
designate and from each of the Executive Directors to approach their direct 
line reports. All cases of Trust Z’s senior manager group except the 
researcher are included in the sample frame and non response bias is 
possible if components or group components choose not to participate.
Understanding any subjective organisational phenomena requires the 
researcher to be grounded in the organisations cuiture, having involved 
interaction with participants experiencing strategic change as opposed to 
striving for objectivity and distance (King, 1994). The phenomenon of interest 
is the senior manger role context and thus an ethnographic approach is 
employed which facilitates sensitivity to context.
I am a senior manager at Trust Z, a colleague and an equal in the senior 
manager cohort, reporting to an executive director and known to the 
participants. Together with the participants i am immersed in the 
management of change at Trust Z. As a group the participants are thus 
readily accessible although the pressure at work meant the time they had 
available to devote to interviews is limited.
5.4.3. Confidentiality and Ethicai Considerations
The four main ethical issues in qualitative research as described by 
Robinson and Thorne (1988) are informed consent, influence, immersion and 
intervention.
All participants signed explicit consent to participate and in particular for 
audio taping of the interviews. Assurances were given that I would hold tapes 
and completed repertory grids on a personai computer. Destruction dates
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were made explicit. Mindful that a Trust executive management report will 
be written, rigorous strategies are employed to ensure no individuals’ identity 
can be exposed. Assurances are given that identification is by number or 
group rather than name and all quotes are anonymysed. Ethical and 
research approval was granted by the Hampshire Isle of Wight NHS 
Research and Development Consortium and the iocal NHS Organisation.
The ‘Influence’ or negative impact of a researcher known to the participants 
is minimised, as I have no line management (power association) over the 
participants, is an equal and a colleague. There is no rating of individual 
performance, no judgement of right or wrong, no measurement of managerial 
efficiency to compare, only expressions of what constitutes optimal role 
context in their anonymous views. The constructs elicited relate to their 
situationai role contexts such as effective communication, consistent 
appiication of poiicy, explicit accountability lines etc.
The theme of the repertory grid interviews does not require participants to 
make direct judgments of any nature on colleagues, line managers, or 
organisations. The ideas elicited by participants are individual ideas on what 
they perceive as positive or negative influences on their role performance in 
a given situation. Participants use their unique past and present experiences 
of personally experienced strategic management environments to come up 
with the aspects of role context.
In addition the personal situations identified by participants as representative 
of each of the eiements on the grid, are not revealed and as such the 
‘constructs’ elicited are not attributable to a known or current work situation. 
Dialogue that led towards identification or personal comment on individuals 
or individual’s behaviour in the current employment situation was 
discouraged.
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The elicitation of constructs representing contextual conditions for optimal 
senior manager role function did not raise issues that caused discomfort to 
individual participants. In fact a high proportion of participants express 
sentiments related to gaining increased insight and enlightenment. They felt 
happy to have had the opportunity to take time to examine their values and 
motives. All participants have the opportunity to reflect and absorb their 
constructs as they proceed with completing the grid and all participants are 
offered the opportunity to obtain a copy of the final management report.
Use of the repertory grid interview technique builds on the collegial ’trust’ 
relationship with fellow senior managers and provided me with a unique 
vehicle for influencing change in the researcher’s actual work situation, a vital 
goal of DBA (Doctorate Business Administration) research. I repeatedly 
stressed the ‘researcher’ role and took advisement and training in applying 
the repertory grid tool from experts in Personal Construct Psychology and 
repertory grid interviewing in order to minimise researcher influence.
Qualitative research is generally reliant on field research and varying 
degrees of ‘immersion’ in the naturally occurring experience. The research 
problem is identified from the researchers’ immersion in the phenomenon 
providing an inside understanding of the social realities and a sound grasp of 
the participants problems, motives and meaning. The risk of researcher bias 
with such intimate degree of immersion is counterbalanced in the choice of 
repertory grid technique and careful attention to the risk of over reliance on 
the quantitative analysis at the expense of the descriptive focus on the 
elicited constructs.
5.5. Reliability & Validity
An appropriate quotation by Bannister and Bott (1953) in Fransellla, Bell and 
Bannister, (pp132, 2004) states "While the twin concepts of ‘reliability’ and
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‘validity’ were useful guidelines for pioneer test constructors they seem of 
later years to have rigidified -  it is as if we were suffering from what Kelly 
called the dread disease of hardening of the categories." This quotation 
appeals to my clinical interests and turns out to be prophetic in describing the 
increasing sphere of acceptable criteria for qualitative research.
Some argue that as social reality is in constant flux, it is relatively 
unimportant to measure the scientific accuracy of results. Constructivists 
refute the validation-réfutation validity criteria proposed by positivists. 
Criteria for validation of constructivist knowledge are subject to ongoing 
debate. Von Glasserfeld (2003, 1984) proposes 'adequation' or 'suitability' 
and Thiertart et al. (2001) ‘teachability’ {reproducibility, intelligibility, and 
constructability)’.
For the constructivist it is important to accurately record the constructs held 
by individual participants at a particular point in time. The fact that their 
constructs are altered in the passage of time with new experience means this 
reliability has a short life span and conventional measures of reliability are 
thus untenable. Silverman (2000) suggests it is incumbent on the qualitative 
researcher to assure reliability and pragmatically proposes using the criteria 
displayed in exhibit 5.1 for evaluating both qualitative and quantitative 
research. Validity, on the other hand, is perceived to be an inherent property 
of qualitative research, and refers to the validity of interpretations.
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Table 5.1. Criteria for Evaluation of Research
1 Are the methods of research appropriate to the nature of the question?
2 Is the connection to an existing body of knowledge or theory clear?
3 Are there clear accounts of the criteria used for the selection of cases for study, and of the data collection and analysis?
4 Does the sensitivity of the methods match the needs of the research question?
5 Was the data collection and record keeping systematic?
6 Is reference made to accepted procedures for analysis?
7 How systematic is the analysis?
8 Is there adequate discussion of the how themes, concepts and categories were derived from the data?
9 Is there adequate discussion of the evidence for and against the researcher’s arguments?
10 Is a clear distinction made between the data and the interpretation?
Adapted from criteria agreed and adapted by the British Sociological Association Medical 
Group (1996) in Silverman (2000).
5.5.1. Validity
Validity is the extent to which an account accurately represents the social 
phenomenon to which it refers. Internal validity refers to an evaluation of the 
extent to which observations and measurements are authentic 
representations of some social reality. External validity refers to the degree 
to which such measures and observations can be compared justifiably to 
other groups.
The strength of qualitative studies lies in the rich descriptions of social 
settings which contribute to deeper understanding of social phenomena. 
Generalisability is not an issue as the declared intent of this research is not 
to generalise beyond the single case; in this instance beyond a single large 
NHS DGH. However, qualitative studies should aim to have a wider 
resonance beyond the single case. Combining qualitative and quantitative
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elements, using a purposive, theoretical sample and using an analyticai 
model assuming generalisability is present in the single case can accomplish 
this, in fact, the repertory grid methodology comprises rich qualitative data 
and analysis of the quantitative element of construct rating and ranking is 
possible.
The group of Trust Z senior managers was purposively chosen because they 
are immersed in the context, the phenomenon of interest. They hold the 
‘knowledge’ sought in the research question. They play a vital role in 
interpreting strategic intent into operational plans and action by motivating 
and directing others, and they are influenced in doing so by their socio­
political environment. Thus the sampling Is theoreticaiiy grounded and 
guided by my ontological and epistemological stance and described earlier in 
this chapter and is entirely appropriate to the research question.
I took care not to eliminate cases which might not fit the researcher’s theory- 
in-use. Ail senior managers were included in the sample frame; only two 
senior manager declined to participate. The list of senior managers was 
divided into the major functional and background groups (Table 6.2) and care 
was taken to ensure equal representation in the list of participants by 
arranging interviews by alternating the groups.
Mindful of the pitfalls of ‘anecdotalism’ whereby there is selective culling of 
unrepresentative quotes and text likely to reduce representativeness, only 
49% of the population of interest was interviewed to ensure the large volume 
of rich data could be adequately represented with liberal use of quotations. 
Respondent validation was used during the repertory grid interviews as 
described by Jankowicz (2004) and Bannister (1981) to further assure 
accuracy of interpretations.
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In essence, a degree of objectivity is sought in employing reflexivity to 
ensure the researcher interpretation is relevant to the meanings intended by 
the participants who have the opportunity to correct the researcher thereby 
applying a degree of the refutability principle akin to Popper’s ‘criticai 
rationalism’ (1972) and to appiy a degree of triangulation in an attempt to 
obtain a “true fix’’ on participants’ constructs by using a number of 
perspectives. The core of the repertory grid process encompasses obtaining 
the contrasting ‘construct’ in order to arrive at a clearer meaning and 
interpretation.
5.5.2. Reliability
Coding and categorization play an important role in exploratory research 
such as this work. Collaborators are engaged to build a firm categorisation 
process to arrive at meaningful themes derived from the managers’ 
construing. Although the categorisation of themes in qualitative research is 
not given the primacy it holds in positivistic research designs, this research 
describes a relatively rigorous process in detail in Chapter 6.
Mindful of retaining an accurate reflection of the respondents’ constructs and 
not loosing the essence of their mental models a theoretically based 
categorisation scheme was finally chosen. In addition taped recordings of the 
interviews were used to supplement the data on the completed grids, which 
although they contain a deceptively large amount of information, cannot 
capture the ‘whole conversation’. This provides added insurance of the 
unbiased nature of repertory grid interpretation by providing the reader with 
opportunity for interpretation.
Measures to reduce the threats to reliability thus include verbatim recordings, 
concrete precise descriptions, use of independent collaborators, and use of
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mechanical equipment. Authenticity is assured with explicit declaration of 
researcher status, purposeful choice of sample and case, data collection and 
analysis methodology.
As ‘role’ exists as a cognition system (construct) unique to each individual 
senior manager a methodology is required which can elicit the unique 
constructs each manager uses to understand their role and the optimal 
conditions in which to fulfill it effectively. As there is harmony between the use 
Personal Construct Theory and the repertory grid technique we can be 
assured assumptions underling the grids do not conflict with other 
assumptions implicit in this specific research program (Fransella et al., 2004).
5.6. Data Collection.
The model underlying Personal Construct Theory (Kelly, 1955) suggests we 
strive to make sense of our universe, in this case our work universe, and the 
myriad of day-to-day situations we experience. We create and recreate, as 
situations and context change, our implicit theoretical construct in which we 
anticipate events and outcomes and frame our behaviour hoping to influence 
results and effects. Thus we are ‘scientists’ employing our unique theories to 
hypothesise, test, experiment and observe effects only to re frame our 
theory-in-use. Individuals’ arrays of constructs form a repertoire amenable to 
representation on repertory grid (a cognitive mapping technique) and 
capable of representing an exploration of cognitive structure. Kelly’s intention 
for the grid is to increase pragmatic understandings rather than strive for a 
true reflection of reality. From the phenomenoiogical perspective the actors’ 
representation of their world takes precedence over the apparent reality.
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To uncover the mental models, constructs senior managers use to describe 
contextual factors affecting their role performance a data collection technique 
is required that can elicit their very individual and unique constructs and 
minimise researcher bias. This research consciously draws on Kelly’s 
Personal Construct Theory (1955) and utilises the associated repertory grid 
tool. The repertory grid technique combines qualitative research with a 
purposive sample, theoretical sampling and analyticai modelling. The 
quantitative element arises from the matrix design and rating scales applied 
by respondents on their own constructs (Jankowicz, 2004).
5.6.1. Repertory Grid
The Repertory grid technique is a reputed research tool and increasingly 
used in strategic management, psychology, and education (Bannister 1981). 
The validity of repertory grid is well established (Swan, 1997). The technique 
has been widely used in management for mapping manager’s cognitive 
constructs (Hemmecke & Stary, 2004; Cassell, Close, Duberley & Johnson, 
2000; Ketchen & Palmer, 1999; Tan, 1999; Hunter 1997; Reger & Huff, 1993; 
Brown, 1992; Reger, 1990; Dutton et al., 1969).
Repertory grid has been used to explore how managers sort information 
related to strategic issues (Ginsberg, 1990,1989; Dutton et al., 1969); 
managers views on diversification (Reger, 1990; Walton,1986); managerial 
sense making on competitors strategies in the banking industry (Eden & 
Jones, 1984, 1981, 1980); operational research problems from a managerial 
cognition perspective (Jenkins & Johnson, 1992) and to surface embedded 
assumptions to facilitate organisational change (Cassell et al., 2000). Most 
existing research produces cognitive maps of key organisational decision 
makers, corporate-level managers, political elites, company executives, non­
executive board members (Swan, 1997).
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Kelly (1955) originally developed the repertory grid technique as a clinical 
diagnostic instrument designed to elicit personal constructs representing 
mental models in terms of construct systems, and identifying the distinctions 
made between entities of the domain under examination (Gaines, 2003; 
Tolman, 1948). His original instrument has undergone considerable 
development and is now available under license via the Internet. It can be 
used with individuals and groups to deliver individual or aggregate results 
and identify theoretical distinctions and classifications (http://www.pcp- 
net.de/info/about.htmi).
The grids therefore, provide a vehicle to explore underlying cognitions and 
illuminate the dimensions of similarity and contrast used by individuals and 
representing the unique attribution of meaning each manager gives to their 
role context.
5.6.1.1. The Grid Format
The repertory grid is a simple matrix design and the methodology follows a 
set of sequential steps. A semi structured face-to-face interview is conducted 
and respondents are invited to compare elements systematically to discover 
the constructs which relate to the realm of discourse; thus arriving at 
constructs uncontaminated by researcher’s own viewpoint. ‘Elements’ make 
up the vertical axis of the grid and ‘constructs’, the horizontal axis. The 
ratings on a numerical rating scale fill the body of the grid. Constructs 
offered by the senior managers represent meanings and convey measurable 
similarities and contrasts and the way in which the individual construes the 
elements is indicated by their individual ratings on the grid between two 
opposing poles. The core constituents of a repertory grid are thus constructs 
and eiements.
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The tool is used In this work to examine the subjective beliefs and mental 
models managers hold in relation to the domain of interest. The repertory 
grid technique is used to discover how subjects construe or construct a view 
of conditions that facilitate effective senior management in the NHS today.
5.6.1.2. Elements
Elements define the essence of the researcher -  participant interview. They 
define the focus and extent of the topic representing the area under 
investigation and reflecting the context. Choosing the correct range of 
elements is crucial because they define the realm of discourse and influence 
the range and depth of constructs the interviewee will produce (Jankowicz, 
2004). Elements should be relevant and representative (Wright & Lam, 2002) 
and fall within the participants’ range of convenience (Franseiia & Bannister, 
1977).
Elements are chosen by mapping out the territory, establishing the 
boundaries of the phenomenon of interest (Franseiia et al., 2004; Stewart & 
Stewart, 1982). In the words of Kelly, ‘things or events abstracted by a 
construct or the formal aspects of a construct’ (Franseiia et al., 2004). Within 
the business application literature, ‘elements’ range from roles, relations and 
experiences, work teams, events, information systems to products and 
equipment (Wright & Lam, 2002). The elements in this research represent a 
range of senior manager ‘experiences’.
Elements are frequently nouns or verbs; people, objects, activities or events; 
and should avoid anything with an opposite. In the organisational context 
elements should be ‘doing words’ {‘...ing’} that relate to the doer and
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represent the domain of interest to be explored from points of view of the 
actors (Wright & Lam, 2002). Events or activities should be ‘fly-on-the-wair 
‘snap-shot’ which participants can situate in definite time and space.
Eiements shouid be homogenous, representative, non-evaluative, mutuaily 
exclusive and not elements of ‘elements’ (Franseiia et al., 2004; Jankowicz, 
2004; Kelly, 1955). In fact, Wright and Lam (2002) found participants had 
difficulty construing when more heterogeneous (system activities) grid 
elements were used to explore organisational effectiveness. After a number 
of unsuccessful pilots they finally reworded their elements as verbs which 
facilitated successful triadic elicitation and increased depth of constructs. It 
is thus well recognised that a more homogenous set of elements improves 
the fullness and range of representativeness of the domain of interest.
Elements may be researcher chosen, interviewee chosen or a combination. 
The elements in this research are identified by the researcher, however, 
managers are asked to think of personal strategic management experience 
which best fits that element (category) and hence forth use that actual 
experience as the element label. The elements are therefore ‘negotiated’ 
maintaining integrity with Kelly’s Personal Construct Theory by providing a 
broad range of experience categories to enable sufficient access to the 
‘range of convenience’ of the phenomenon of interest, the senior manager 
strategic role.
The chosen elements represent environments (strategic management team 
contexts) on a continuum from 'optimally conducive' to 'least conducive' to 
optimal role functioning. They include:
o An ideal strategic management team environment which never falls to 
facilitate the most optimal contextual conditions for role efficacy 
{represents the hypothetical ideal)
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o A strategic management team environment which almost invariably / 
consistently facilitated optimal contextual conditions for role efficacy
o A strategic management team environment which frequently / regularly 
facilitated optimal contextual conditions for role efficacy
o A strategic management team environment which occasionally I seldom 
facilitated optimal contextual conditions for role efficacy
o A strategic management team environment which was inconsistent / 
erratic in facilitating optimal contextual conditions for role efficacy
o A strategic management team environment which usually / as a rule 
facilitated optimal contextual conditions for role efficacy
o A strategic management team environment which failed consistently to 
facilitate optimal contextual conditions for role efficacy
Respondents are guided to use these elements mindful of the perspective 
‘contextual conditions positively or negatively affecting role efficacy in 
attaining performance targets and implementing governance' to elicit the 
constructs which will form the horizontal substance of the grid
5.6.1.3. Constructs
Personal constructs are simply hierarchically linked sets of bipolar constructs 
hostile -friendly, informative-unclear, participative-control-command etc. 
They are verbal labels, transitional in nature and not objective reality. A 
construct describes a way things are alike and thereby different from one 
another (bipolar property). In affirming one concept we automatically and 
simultaneously deny something else.
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IA construct then, is a dichotomy or continuum comprised of two poles along ,
which stimuli can be positioned allowing individuals to cognitively evaluate
(make sense of) stimuli. The emphasis lies on the nature of similarity and |
contrast i.e. dimensions used to assign the similarity or contrast rather than
the fact of similarity or contrast exists as in categorisation theory (Jenkins &
Johnson, 1992). These individual bipolar constructs are core to cognition,
and represent the senior managers’ unique systems created to interpret their !
lived experiences.
The triadic method of eliciting constructs is used in this study because this !
method has demonstrated increased ability to discriminate between 
elements and generate more cognitively complex constructs (Auchamp,
2002; Caputi & Reddy, 1999). As there are seemingly subtle differences 
between the chosen elements in this study, this is important. In this elicitation 
process a construct describes a way t ^  things are alike (construct pole) and 
thereby different from a third (contrast pole), it is the dimensionality of a 
construct that enables us to develop a matrix (grid) of the pattern of I
interrelationships between constructs. The grid displays these relationships. j
I
Constructs are the ‘reason-to-be’ of Kelly’s (1955) repertory grid technique i
and he meticulously explored the nature of constructs when expounding his j
Personal Construct Psychology theory. !
5.6.1.4. Construct Corollaries
Kelly describes various types of construct including permeable or non 
permeable, tight (constructs are consistent) or loose (leading to varying 
predictions); pre-emptive (inhibiting alternative construing) or prepositional,
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constellatory (subordinate constructs strongly associated with superordinate 
constructs) or propositional. He also describes eleven corollaries that apply 
to constructs. These corollaries are detailed in Table 5.2.
5.6.1.5. Grid output
In the repertory grid interview the researcher explores aspects of the 
individuals construct system to build understanding of the contextual factors 
senior managers perceive as important to their role of implementing 
governance and attaining performance targets. The repertory grid technique 
is specifically designed to eliminate researcher bias as the words of the 
participants are entered directly onto the vertical axis of the grid. The only 
dialogue other than the presentation of the triads of elements occurs if it is 
necessary to gain greater clarity from the participant as to their exact 
meaning (using specific techniques called 'laddering up or down'). Data are 
recorded on a grid sheet illustrated in exhibit 6.1 and Appendix D.
The repertory grid elicits a range of very unique constructs, including 
common themes and examples of deviance (Silverman, 2000) and provides 
a vehicle to explore underlying cognitions and illuminate the dimensions of 
similarity and contrast used by individuals. Senior managers’ representations 
of positive and negative contextual factors affecting their role performance 
are revealed. Data from a single individual confirms the meaningfulness of 
the single grid and provides assurance that each single grid is very unlikely 
to have been produced randomly.
The patterns revealed are demonstrably meaningful in terms of generating a 
visual map of relationships. Further weighting in terms of assigning 
importance and meaning to the results of component and cluster analysis are
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complex and reserved for studies specifically related to quantitative analysis 
of data. Fransella, Bannister & Bell (2004) advocate caution and adherence 
to the research or therapeutic intent as the statistical analysis imposes a 
computational intent that distracts the researcher from the theoretical goal.
5.7. Eliciting Constructs
The repertory grid delivers a wealth of descriptive information in the words of 
the participant opening an entire window to their mental world. The major 
value, however, of the elicited 'constructs' lies in the depth of understanding 
possible from the precise meaning exposed in the construct and its opposing 
pole. An example might be a contextual construct of good communication is 
made explicit by the participant’s expressed opposite pole “no face-to-face 
contact" as opposed to another participant’s opposing pole that states, 
“excessive e-mailing".
5. 7.1. Steps in the Repertory Grid Process
Semi-structured interviews were conducted with senior managers on a single, 
face-to-face basis. The interview is preceded by managers identifying a 
personal experience in a strategic management team that matches each of 
the given strategic environments (elements). I then led participants through a 
repetitive question sequence designed to elicit the ‘constructs’ that I entered 
into the horizontal substance of the repertory grid. Using the triadic form of 
repertory grid, I presented predetermined groups of elements (past general 
experiences) and asked the participant to describe how two of these are
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similar and the third different. The participant describes their unique 
'construct' (idea) of the similarity and then the ‘as opposed to’ construct. The 
detailed research protocol can be seen in Appendix C.
Once the grid is complete, participants were asked to identify the positive 
pole of each duo of constructs i.e. validate for the researcher which is the 
'construct' pole which positively influences their senior management role 
performance. In doing so the participant had immediate opportunity for 
insight into role aspects with self-assigned importance and which probably 
have previously not been verbalised, or made explicit. They have immediate 
opportunity for reflection and feedback as they reveal to themselves the 
relative importance of their perceptions of their socio-political role constructs. 
There is opportunity for the researcher to clarify meaning with the participant.
Participants then rate each element (past experience) from the vertical axis 
against each of their 'constructs' (horizontal axis) deciding on a scale of 1 -7  
how that experience rated for example on ‘good communication’. This rating 
produces the basis for visual graphics and quantitative techniques such as 
cluster and component analysis. Important to remember is the data derived 
from this study is ordinal data and therefore there are constraints in relation 
to factor and principle component analysis that require higher order data. 
The interviews take approximately 60 minutes.
In keeping with the spirit of Kelly's Personal Construct Theory, the descriptive 
data in the form of the elicited constructs, the ‘own words’ of the participants, 
are of prime importance and any statistical analysis secondary.
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5.7.2. Reflexivîty
The therapeutic nature of the repertory grid technique is a factor of the in 
built potential for reflexivity. At the time of interview participants have the 
opportunity to reflect on their often previously unexpressed (implicit) values 
they identify as important in their current role. This process of reflexivity or 
thinking about ones thinking (Bourdieu, 1990) addresses the quasi-ethical 
principles of prompt access to the research findings ensuring individuals gain 
something from participation. In fact senior managers express positively their 
‘discovery’ of previously unexpressed own knowledge (tacit becoming explicit) 
of optimal and valued social contextual elements important to their optimal 
role functioning. The visual representation assists them in focusing on the 
elicited constructs and heightens their awareness of previously unspoken 
values in relation to their work context. Powerful self-insights are generated 
for even the most experienced managers, they engaged in a process of self- 
discovery. One seasoned manager stated, ‘7 wish I had had the opportunity 
to do this years ago. ”
5.8. Preliminary Study
Repertory grids were initially conducted with six test cases in order to 
ascertain the functionality of the grid elements and their potential to elicit 
meaningful constructs and gain experience in repertory grid interviewing. As 
a result certain changes were made to the interview protocol. To begin with a 
simplified example of an unrelated grid was presented to illustrate the 
process in the preparatory phase of the interview. However this proved to be 
confusing for participants and was abandoned in favor of walking them 
through the first elicitation during which they readily ‘caught on’ to the 
process.
I l l
In addition, a change was made to the grid format in order to obtain ratings of 
participant’s perceived view of the value their current organisation placed on 
the individual constructs elicited. Subsequent to reading “Surfacing 
embedded assumptions: Using repertory grid methodology to facilitate 
organisational change.’’ (Cassell, Close, Duberly, & Johnson, 2000) it 
became apparent this dimension could readily be added to the usual 
repertory grid technique to enhance the practical value to the organisation. 
Cassell et al., (2000) ask their participants to rate on a scale of one to seven 
the extent to which they felt each behavior contributed to them doing a good 
job and the extent to which this behavior was rewarded by the company.
This theme was adapted in order to ascertain whether a perceived gap 
existed for the senior managers in the values attributed to their facilitative 
constructs as opposed to those held by the current employing ‘organisation’. 
Knowledge of the senior managers perceptions in this regard are expected to 
be of value to executive managers directing them.
After identifying the positive influence on role efficacy from the construct pair, 
participants are asked to use a forward slash to denote the score they attach 
to the importance of that construct to their own role efficacy and a back slash 
to denote the score they perceive was equivalent to the importance the 
organisation attaches to that construct.
5.9. Summary
The research design described in this chapter is based in a qualitative, 
constructivist paradigm designed to discover and explore senior managers’ 
perceptions of their role context. The repertory grid technique is used as the
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primary vehicle for data collection and proves to be a relatively therapeutic 
experience for participants. This was particularly interesting and fulfilling for 
the researcher. The following chapter (6) describes in detail the analysis of 
an individual and the multiple grids.
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Chapter 6 Analysis of Data I -  Grid Data
6.1. introduction
The previous chapter has described the principles and application of the 
research design and repertory grid technique. This chapter describes the 
analysis and interpretation of the repertory grid data and the emergence of a 
framework for categorisation of themes.
This chapter presents a detailed exposition of one senior manager’s unique view 
of the contextual factors impacting role efficacy. This description of a single 
typical grid illustrates the nature and breadth of qualitative data derived from 
each senior manager’s construing. The graphic output from the cluster and 
principle component analyses performed by Rep Grid IV and explanation thereof 
illustrate and describe the relationships between constructs and constructs and 
constructs and elements within a single grid.
The chapter further develops a characterisation of constructs, an indication of 
the managers’ terms of reference (Jankowicz, 2004) relevant to their role 
context. Core constructs and themes emerge as part of this descriptive analysis. 
Core constructs are those with a substantial personal significance for each 
manager in relation to the phenomenon of interest (contextual factors affecting 
their role efficacy). Direct quotations are used to illustrate and interpret senior 
managers’ bipolar constructs in order to facilitate a greater depth of 
understanding. Finally, the relationships between multiple grids i.e. constructs 
used by different groups of senior manager are described and analysed and 
finally a theory based categorisation scheme is developed.
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6.2. Repertory Grid Data Analysis
Each senior manager’s grid output delivers a wealth of rich data drawn from 
their extensive range of personal experiences within strategic management 
teams. This data includes valuable descriptive information as well as 
quantitative data contained in a compact representation. The grid matrix 
represents the relationships between elements and constructs according to 
Kelly’s fundamental postulate that a person's processes are psychologically 
channelised by the ways in which they anticipate events (Fransella et al., 2004). 
As proposed by Stewart and Stewart (1982) the researcher constantly refers 
back to the purpose of the research while carrying out the analysis.
Researcher and participants use the repertory grid’s repertoire of elements to 
elicit dichotomous descriptions of dimensions (constructs). They evaluate these 
constructs in relation to each element to form a matrix of numerical values. The 
resulting information includes the seven negotiated elements and one hundred 
and forty eight elicited construct pairs. These construct pairs depict language 
symbols used to denote relationships between elements and constructs and as 
such are powerful indications of the participants’ unique understanding in 
relation to the phenomenon of interest. (A list of all elicited constructs is 
available in Appendix F).
6.2.1. Relative Weight of Qualitative and Quantitative Analysis
The perception and ascribed meaning from individual and multiple grids is 
paramount and the researcher sets about interpreting and affirming the content 
and complexity of the grid by entering into an interpretative relationship to gain a 
clear picture of the essence of the participant’s constructions.
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Denicolo in Fransella et al., (2005) emphasise Kelly’s criticism of over reliance 
on psychometric methods particularly in relation to therapeutic intent, in this 
case enhancing senior manager and executive understanding of work context 
values via current managers’ perceptions of contextual factors in relation to role 
efficacy. Denicolo, and Bannister in Fransella et al., (2005) state that although 
‘quantitative’ and ‘qualitative’ labels are applied to the data, it is very important 
for constructivists to direct their attention to qualitative information available. 
Denicolo (2005) advocates a greater emphasis on understanding meaning 
through construct elicitation than on statistical analysis per se and careful 
alignment of qualitative / quantitative emphasis with the original intent of the 
study.
Thus, in keeping with Kelly’s principles and the aim of this work, the balance of 
power in this analysis is weighted strongly in favour of the respondent’s unique 
interpretation of contextual factors affecting NHS senior manager role efficacy. 
The perception and ascribed meaning in the completed grids and interview 
transcripts is central and this is reinforced by entering into an interpretative 
relationship with each senior manager during interview processes and 
sustaining this relationship throughout the analysis in order to arrive at the 
essence of the participant’s construing. It is very easy to talk to someone and 
think that we have understood but unless we do so in their terms (get to their 
personal constructs) we risk implanting ‘own-construing’ or the results of 
statistical manipulation into reported results. ‘Meaning’ with its inherent 
complexity is central and thus the software output in this study is of secondary 
importance.
The value of the statistical modeling for this study lies in the ability to develop 
visual maps that represent relationships, associations and hierarchies of the 
senior managers’ constructs. The repertory grid software (Rep Grid IV) provides
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visual graphics of individual and group grid results in which representations are 
based on association or distance. Principal constructs are identified visually and 
significance attributed using the researcher’s experience of the interview 
process and the descriptive data collected.
6.3. Research Findings
The findings of this research are presented within this and the following chapter 
(7). Details of the senior managers’ bio profile are followed by a detailed 
description of the grid completed by participant 28Y in order to illustrate the rich 
quality and quantity of data derived form a single grid. This is followed up with 
presentation of the results of descriptive analysis of multiple grids and Interview 
scripts. The discovery of core constructs and the development of themes and 
categories emerge and are further developed in chapter 7.
6.3.1. Senior Manager Profile
Fifteen of thirty-one senior managers reporting directly to Trust Z’s executive 
directors took part in this study; they represent 49% of the total population of 
senior managers at the Trust. Potential participants are divided into two groups 
by professional background (G1 & G 2) and randomly assigned numbers 0 -  1 
using Excel RAND function. They are approached in the order assigned by 
these randomly assigned numbers alternately from each of two groups. Two 
participants approached declined to participate, one due to time constraints and 
the second offered no reason.
The relatively small sample size consists of fifteen senior managers. However, 
for small samples, judgment sampling results are stated to be as powerful as 
those obtained from probability sampling (Kalton, 1983). A number of authors
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(Tan, 1999; Ginsberg, 1989; Dunn and Ginsberg, 1986) agree a sample of 
fifteen to twenty five generate sufficient constructs to approximate a local 
‘universal’ meaning and propose no further constructs are added even if the 
sample size is increased.
The senior managers comprise a homogenous group from varied professional 
backgrounds; 18 (58%) emerge from a clinical background (medicine, nursing or 
allied health professional) and 13 (42%) from a purely managerial background. 
They currently hold varied primary portfolios with 14 (45%) presently performing 
a purely managerial role; 17 (55%) performing a combined clinical and 
managerial role, with varying degrees of indirect or direct clinical responsibility 
(Table 6.1).
Nine (60%) of the participant group emerge from a clinical background and six 
(40%) from a purely managerial background. Seven (47%) presently perform a 
purely managerial role and eight (53%) perform a combined clinical and 
managerial role. Thus the proportion of clinical to pure managers corresponds 
closely for the population and participant groups. The participant group can thus 
be classed as a representative sample of all senior managers at Trust Z.
The median number of years spent in NHS service is 26 years for the participant 
group and 24.5 years for the population. Median age of participants is 45 years 
and 53% are male, and 43.5 years for the population with 50% males. Table 6.1 
identifies the participant and population profiles.
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Table 6.1 Participants and Population Profile
Participant
No
Age Previous
profession
Present
profession
Yrs NHS M / F
10 53 C* M 33 F
17 42 C M 19 F
27 44 C CM* 26 F
8 38 C CM 9,5 F
28 54 C M 36 M
7 47 M“ * M 25 M
1 51 M C/M 30 M
23 38 M M 6 F
22 45 C CM 22 M
5 43 M M 3 M
9 45 C C/M 30 F
3 44 M C/M 26 F
31 60 C C/M 36 M
11 40 M M 16 M
19 62 C C/M 37 M
Participant 45 years 40%M
60%C
47%M
53%CM
26 years M = 53%
Population 43.5years 42%M
58%C
45%M
55%CM
24.5years M = 50%
Current Author. 'Clinical; “ Clinical /Managerial; “ 'Managerial
Two relevant natural groupings are possible: group Gland G2; those with purely 
managerial or clinical backgrounds respectively; and group X and Y, those with 
purely managerial responsibility and those with combined managerial and 
clinical care responsibilities. The proportion of managers assigned to each group 
is very similar as demonstrated in Table 6.2. Therefore one group G1 & G2 is 
used for group comparisons.
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Table 6.2 Group Assignment
Professional background Current Responsibilities
n Clinical background 
G1
Managerial background 
G2
Clinical + managerial 
X
Managerial
Y
15 10 5 9 6
66% 34% 60% 40%
31 18 13 17 14
58% 42% 55% 45%
Current Author
6.3.2. Descriptive Analysis and Characterisation of Constructs
The repertory grid analysis begins with a general overview of the contents 
including topic, elements, emergent and implicit construct poles and ratings in 
order to draw some preliminary conclusions (eyeballing). The descriptive 
analysis process, aims to extract and make sense of (interpret) the meanings 
attributed by senior managers to similar concepts. Descriptive analysis of the 
completed repertory grids is accomplished using frequency counts and content 
analysis (Rep Grid IV) together with detailed scrutiny by the researcher of each 
manager’s construing system in relation to contextual factors compromising or 
facilitating optimal role efficacy in the particular work situation. Core constructs 
(those with substantial personal significance in relation to contextual factors 
affecting role efficacy) began to emerge (Jancowicz, 2004).
Identifying core constructs is a vital part of the descriptive analysis process for 
individual and multiple grids. In fact, descriptive analysis begins during the 
repertory grid interview. The researcher’s emersion in the contextual situation 
enables acquisition of rich tacit knowledge in a valuable therapeutic, 
interpretative, facilitative process that was an emotive and enlightening 
experience for both parties. Participants found they began to duplicate certain
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fundamental constructs repeatedly indicating these issues are core to their 
identity and role context (Fransella & Bannister, 1977). Jancowicz (2004) 
describes ‘core’ constructs in terms of having a wide range of convenience, 
expressing personal preferences more strongly (value laden); constructs 
fundamental to one’s place in existence (in this case the work socio-political 
environment); personally central and thus resistant to change. Finally Kelly 
(1991, 1955) views those constructs people use to situate themselves (develop 
their management self-image) in relation to their experience as ‘core’.
Core constructs are recognised by the degree of intimacy they engender when 
shared, the strong sense imparted that they inform the essence of the person’s 
life. The working persona is a very important element of the whole person and 
core constructs in organisational behavior relate to the general themes of 
working (managerial) existence rather than the day-to-day operational detail. 
They are applicable beyond one life and pertain to a range of societal existence 
(strategic change management and beyond).
Applied to the NHS senior manager role context, the macro (wider NHS) and 
micro (Trust Z) environments can be described as turbulent in terms of direction 
and pace of change, as well as insecure and threatening in terms of job security 
and tenure. It can reasonably be assumed that these managers enduring the 
current NHS context are as deeply committed to the NHS future as they are to 
maintaining integrity of the person by succeeding in their work life. The tone and 
passion experienced during the repertory grid process left the researcher in no 
doubt that those managers were engaging in conversation about core issues, 
issues vital to the integrity of the whole self. There are, in addition, few 'outlier' 
or peripheral constructs related to everyday operational issues and these are 
highlighted below.
A number of techniques are employed to facilitate descriptive analysis including 
frequency counts and content analysis. Frequency counts involve more than
1 2 1
simply counting the number of times a particular construct occurs or intuitive 
selection of fairly common constructs or groups of constructs to use to identify 
trends and categories (Stewart et al., 1982). Content analysis involves an overall 
review and re-review of all elicited constructs to arrive at a series of 
homogenous categories into which the constructs can be sorted. Labels are 
applied to the categories and inter-rater reliability (collaborator correspondence) 
applied to affirm the chosen category labels. Overlapping categories are merged 
and the elicited constructs counted to appropriate categories. Hierarchies of 
positive contextual conditions become apparent and descriptive comparison 
between individuals and groups became possible.
The data derived from participant number 28Y, the descriptive analysis and 
characterisation of constructs are presented in detail in the following paragraphs.
6.3.2.1. Raw Repertory Grid Data 28Y
Exhibit 6.1 and Appendix D illustrate the repertory grid completed by participant 
28Y. The negotiated elements representing this actual senior manager’s 
strategic management experiences are situated beiow the grid. Each horizontal 
line of the grid contains the senior manager’s unique interpretation of contextual 
conditions conducive / inhibitive to optimal role function. During the repertory 
grid interview senior managers clarify their unique meaning by providing the 
emergent construct pole and a contrasting construct, the ‘as opposed to’ 
construct pole which expresses their unique meaning derived from their 
individual unique histories and experiences. Emergent construct poles (triad 
similarities) are positioned on the left as they are entered during interview; 
implicit construct poles (‘as opposed to’ differences) are positioned on the right.
The figures within the grid represent the choices made by this participant (28Y) 
when asked to choose their preferred mode of working from the emergent and
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implicit pair; use that pole as representing 1 and the contrasting pole as 7 and 
rate each of the elements on the scale of 1 -  7. In other words state which end 
of the scale each element is nearest to.
The emergent and implicit poles or contrasts (constructs) are very powerful 
descriptors of the manager’s perceptions of what constitutes a context that 
inhibits or facilitates NHS senior manager role efficacy. Such descriptors on this 
grid include facilitating factors such as ‘alignment of professional and 
organisational objectives’ and a ‘can-do attitude’ and inhibiting factors such as 
‘paralysing risk averse culture’ and ‘organisational treacle’.
The emergent and implicit construct poles make up a dichotomous pair of 
constructs. As stated in Kelly’s (1955) Dichotomy Corollary, the senior manager 
simultaneously affirms a unique description while denying or contrasting this 
within the bipolar pair. For instance senior managers contrasted strong 
leadership with leadership cultures ‘paralysed’ by risk aversion or situations 
where managers felt they had to ‘toe the party line’. Another manager contrasted 
strong leadership with the lack of a credible leader able to secure ‘engagement’ 
(28.4).
Using the contrast in repertory grid technique is more valuable than expressing 
the opposite, which would be contrived, rather than a factor of individual 
experience. This illustrates one of Kelly’s central assumptions that a person’s 
construct system is built up of a finite number of dichotomous constructs (Range 
Corollary). It also demonstrates the value of the repertory grid which enables the 
interviewer to obtain a much dearer picture of the interviewee’s understanding 
of the phenomenon of interest than would be obtained from an interview 
question which might ask ‘what factors facilitate optimal role context for NHS 
senior-managers?’
1 2 3
rM
%
o
ÎV)
(O
I
CO "B5
CO
C M c o - ^ i O c o t ^ e x a o î c sS, E g .eS, s
I l îœ 5 "o-s 2
c: <D
i!SD >  03 ^  
111
S' *cu
-O oe Ero ^
■ I Î
IIi|
r
2 2 ë
^ 1 1  % œ s
2 r  2 «
■ læ I .5:
o  2
8-8
QC
g i
oII
8
iE
o
o
TO ^M M II
g
I
illIII
L U
DC
O
O L U
O DC
L U O
2 O
"O o03 LU
‘ to o
TO 1
: i 1
■ i
LU 1COTO
s
<
CO
CO
o
s ii s
o> L uif8 .£
I*s
0)"o
i■ac8
n)3
C8
(d■Io
g
2>c0)I
I
E
CD
1CO
E
2I
111 CO
5  J,
8  SLL CO
<
3
Ü
6 3.2.2. Processed Focus Grid 28Y
Exhibit 6.2 illustrates the same grid following the cluster analysis (Repertory Grid 
IV). This process preserves the intended meaning by employing the ‘sum of 
differences' to measure simiiarity between constructs and displays these in the 
focus grid. The process works out the percentage similarity and produces a 
visual representation (dendritic or tree structure) that illustrates the relationships 
between constructs. The result is a cognitive space of similarity illustrating 
reciprocity. The presented grid elements are then scrutinised to examine how 
the elements and constructs have been reordered, the shape of the dendogram, 
construct similarities and differences; and the element dendrogram percentage 
scores. Interpretation is constantly related to the purpose of the research.
Thus the cluster analysis demonstrates visibly and clearly the relationships 
between elements and between constructs, some of which were evident during 
the interview process and on the raw grid.
In Exhibit 6.2 it is evident the order of elements and constructs is changed and 
some constructs are reversed i.e. some emergent poles now appear on the right 
side of the grid and their ratings are reversed.
When comparing ratings on two sets of constructs it is important to bear in mind 
their bipolarity and examine the directionality e.g. the emergent constructs in 
grid 28Y 3, 6 & 9 denote inhibitive contextual contexts whereas the remainder of 
emergent constructs represent facilitative contexts (Jankowicz, 2004). Jelinek 
and bitterer (1994) propose a cognitive theory of organisations that proposes 
individuals’ mental models guide the direction of organisational decision-making 
and action that in turn remolds the mental models of the individuals.
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While these examples are readily apparent, there are instances in other grids 
that could have been misconstrued had participants not been requested to 
identify their preferred mode of working. An example would be 'Larger formal 
group well led -  No formal leadership required /common sense of respect /  trust 
or ‘Creative, innovative, free to take a radical approach -  Practical down to earth 
approach’, in these examples the implicit poles were the preferred context yet 
the researcher could easily misconstrue both poles as facilitative contexts, had 
this not been clarified at interview.
There are three main clusters of constructs (identified by the dendritic branches) 
evident on this focus grid that include all but one of the 12 construct pairs 
elicited.
Cluster 1 appears to relate this manager’s views on negative contextual 
environments in which there is frustration, complacency and time wasted wading 
through ‘organisational treacle’, dealing with non-achievers and developing team 
dynamics. The ratings on all elements on the constructs ‘Receptive /  promoting 
change - Complacent, slow, organisational treacle frustrating change’ (10) and 
‘Clarity objectives/ awareness of necessity for change - Focus on non achievers, 
complacent about need for change and the financial imperative’ (7) are very 
similar (97.9% correspondence). The similarity scores for these constructs lie 
between 96 and 98%.
Cluster 2 demonstrates associations of a positive contextual environment - a 
single team, a can-do attitude, aligned professional and organisational 
objectives and strong risk-taking leadership. Cluster 3 associates the positive 
contextual climate clearly with strong leadership, which avoids micro managing, 
avoids patronage and which clearly sets the corporate direction and motivates 
followers.
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The similarity scores for the remainder of the constructs in these clusters lie 
between 94 and 96%. Although these distinctions are relative, a feature of most 
senior manager construing in this study, demonstrates very well differentiated 
construing probably related to their specific work experience with a focus on the 
strategic management context in the current NHS environment. Table 6.3 
presents the three clusters of construct pairs for 28Y and a preliminary attempt 
at categorisation.
Table 6.3. Constin^ Pairs 28Y: Cluster Analysis & Initial Categorisation
Cluster Cat
28.2 Task focus/clarity of roles / 
focused energy of team
Lack of team focus wasted time on 
team dynamics
1 T
28.7 Clarity objectives / sense 
change necessary
Focus on non achievers/ 
complacent to financial imperative
1 L
28.10 Receptive to change/not 
complacent
Complacent/organisational treacle 
frustrated change
1 L
28.1 One team absence of pre­
history, clean sheet /  less baggage
Combined two teams 
unsuccessfully
2 T
28.4 Risk takers/strong leadership Paralysing risk averse culture/stick 
to party line
2 L
28.6 Align professional & 
organisational objectives
Regard professional cultures as a 
block
2 L
28.8 Can-do attitude Failure to take responsibility/blind 
to impending disaster
2 Ml '
28.3 Devolving of control with 
accountability
Centralised control/attention to 
detail what-how
3
'  1
28.5 Strong leadership motivated 
followers
Bureaucracy/little ownership/ 
administered not managed
3 L
28.9 Strategic steer / set 
context/minimal interference
Controlling/micromanaging 3 L
28.12 Strong leadership focus on 
corporate objective not personalities
Personality driven/subjective 3 L
28. 11 Clarity of objectives/ open 
culture / new ways encouraged
Closed culture, preoccupied with 
existing relationships, maintaining 
status quo, no challenge permitted
Singleton L
Current Author T -  Team; L - Leadership; M -
Miscellaneous
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The singleton construct pair appears to relate to a higher organizational strategic 
level of organizational culture as ‘closed’ and maintaining the status quo as 
opposed to ‘open’ encouraging and facilitating change. Interestingly this 
construct pair lies closest to the elements ‘ideal strategic management team 
environment that never fails to facilitate optimal contextual conditions for role 
efficacy’ and ‘a strategic management team environment which almost invariably 
facilitates optimal contextual conditions for role efficacy’ (Exhibit 6.3).
6.3 2.3. Principle Component Analysis Grid 28Y
Principle component analysis identifies distinct patterns of variability. The 
repertory grid software produces a variance table and a series of graphs 
depicting distinct patterns of variability in relation to the principle components; 
with the horizontal dotted line depicting the first component and the vertical 
dotted line the second (Exhibit 6.3 and Appendix D). The pattern that accounts 
for the most variability is identified, reported and removed; subsequently factors 
constituting the next chunk of variability are likewise Identified and removed.
The constructs, represented as unbroken lines reflect the extent to which the 
construct is represented by the component and the length of the line 
demonstrates the amount of variance in the ratings on that construct. Because 
each component represents several constructs, the elements can be positioned 
along each component.
The completed graph is a diagram of the patterns of similarity with distances 
signifying variability. The smaller the angle between two construct lines the more 
similar the ratings, and the smaller the angle between the construct and 
component lines the greater the extent of grouping of constructs. The position 
of the elements in relation to the each component, i.e. distance between two
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elements represents the similarity or difference in ratings (greater distance = 
greater difference).
The Principle Component Grid representing the 28Y’s construing (Exhibit 6.3) 
visually represents the distinctions drawn between an ideal strategic 
management team environment which never fails to facilitate optimal contextual 
conditions for role efficacy (represented by constructs on the right particularly 
those with acute angles around the horizontal axis) while those contextual 
conditions associated with a strategic management team which failed 
consistently to facilitate optimal contextual conditions for role efficacy are clearly 
clustered In the upper left quadrant.
The first principle component in this grid accounts for 88.1% of variance and the 
second component 8.9%. This again demonstrates the well differentiated 
thinking particularly focused on strategic management. This grid presents no 
constructs closely aligned to the second axis (y).
The constructs clustered closest to the first axis (x) include such favorable 
contexts for role efficacy as strong focused, risk-taking leadership, autonomy, 
clarity of direction and a mature team. The manager is describing core 
constructs essential to self-maintenance and wholeness as a senior manager in 
the current NHS Trust Z context. These constructs are most closely associated 
to the contextual conditions most favorable to role efficacy. They relate to 
generalities that could be applicable to other business situations rather than to 
detailed operational process issues only applicable to a personal project or 
personal development need. Added clarity is available in the ‘as opposed to’ 
situations that relate to leadership oblivious to impending disaster, paralysing 
risk averse limiting creativity and change.
1 3 0
m>•
%
! 2
ÔI
§.E
ü<u
Q .üC
0 _
co(d
UJ
I I
SI!I l fl o i
111
ïï 2
■ g  o
i f i
g iS .0 î!
m 8S’
8
“QfS
"23g-a a«o S
"M
Rg
î
I
io
&
I
lîi
8
s g
<5 8
t :
.2» 8  8
î_g>
2
a
(/}co
T3cou
c
8n}
E■g.o
s
ü
£
o
§<
c
g
o
8
Ec
Ic0)
EII
§
8
EüI
LU COS Iü  LU
SCO
Core constructs relating to a competent, efficient senior manager emerging thus 
include leadership, autonomy, sanctioned risk taking, and effective teams. 
Potentiai themes at this point could be leadership and team. Furthermore, all 
construct pairs for 28Y are considered to be ‘core’, personally fundamental to 
senior manager role efficacy.
6.3.2.4. Interpretation of Data: 28Y
Once core constructs and the proportion of these to the whole managers’ 
construing are identified the researcher then ascribes the significance of this in 
relation to the issue: senior managers’ perceptions of contextual factors 
influencing their role efficacy. Analysis and interpretation of this grid and the 
accompanying tape script, reveals there is a clear primary focus on leadership 
evident in this senior manager’s construing. Seven of twelve construct pairs 
(58%) refer to leadership with the secondary focus being on effective team 
functioning. Table 6.3 above illustrates this preliminary raw categorisation 
scheme of leadership, team and miscellaneous which is described in more detail 
later in this chapter.
This senior manager articulated a clear mental model of a leadership style 
perceived to be conducive to role efficacy: referring to strategic steer with 
minimal interference as opposed to micromanaging; receptive and facilitative 
toward change as opposed to complacent maintenance of the status quo; and 
devolved authority with accountability as opposed to centralised control. There is 
a preference for a more transformational than bureaucratic or transactional 
leadership style. Strong leadership was described as focused on hard delivery 
and proven track record rather than a more subjective ‘old boys network’’, 
leaders ‘pulling together, working together and moving the agenda forward’ as
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opposed to exhibiting poor people management skills resulting in spending an 
Inordinate "...amount of time and energy on internal squabbles and 
diversions....”
This senior manager stated:
" .. it’s about centralised versus empowered styles so that X  & Y very much a
tendency to centralise and do everything at Board level whereas W   its
about giving people the largest spans of control as possible letting people get on 
with it really...”
"... leadership was a bureaucracy, forever on about managing things up and 
managing things down and actually never owning the problem wholly, It was
very old fashioned sort of administrators trying to manage ... they couldn’t
get any sort of sense of direction much less bring people along with them. ”
“Like organisational treacle.... there was tendency to try to constrain any
direction of change rather than work with I t  and that was partly something
linked to the complacency.... a feeling that the place would go on for
e v e r   with It being In people’s Interests to try and frustrate any kind of
change. ”
The manager alluded to the importance of effective team functioning including 
team leadership, increasingly important in flatter organisations and particularly 
relevant in the NHS today with frequently changing leadership and management 
teams. Unified teams with clarity of role and task are seen as facilitating role 
efficacy as opposed to situations where team leadership is personality driven or 
situations of team merger necessitate unburdening of past history and attention 
to developing new team dynamics.
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 people still thought or behaved and always worked the same way they had
done and also had a natural, they always favored or worked better with 
colleagues from the original Trust; and getting the two to meld together as one 
team was very, very difficult, they would just go on as If they were In their 
original places."
“People were beginning to spend time and energy on Internal squabbles and 
diversions and were also moving Into more personality type stuff and culture 
rather thinking how we can deliver; a lot more subjectivity coming In about 
people who were preferred. In X  & Y there was much, much stronger leadership 
which tended not to have favorites and was only Interested In delivering for the 
organisation. ”
There is an important reference to the multi-professional cultures common in the 
NHS in regard to alignment of professional and corporate objectives as opposed 
to viewing professional differences as a barrier to change and improved 
performance.
“...tendency to regard professional cultures as a stumbling block. They can also 
be empowering .... It’s about aligning objectives, aligning professional 
objectives with those of the organisation. ’’
6.3.2.4.1. Super-ordinate Constructs
It is important when employing the repertory grid technique to constantly bear in 
mind the quality of constructs elicited. Quality can vary in terms of providing 
clear contrasts, appropriate detail, significant relationship to the research topic 
and a degree of specificity as opposed to a general construct.
1 3 4
All 28Y’s construct pairs directly relate to the research question; however one 
sub-ordinate construct pair is offered which prompts further probing. Laddering 
is a procedure employed during the repertory grid interview to encourage senior 
managers to produce higher order constructs {more explicit or super-ordinate 
operational, behavioral or affective content} (Fransella et al., 2004). Super­
ordinate constructs reveal more about the core values of the participant whereas 
sub ordinate constructs are more generalised.
The example in Table 6.4 below illustrates this in relation to ‘good leadership’ 
whereby this senior manager associates strong leadership (subordinate 
construct) with an environment in which risk taking was encouraged (super­
ordinate construct) as opposed to a bureaucratic environment that ‘paralysed 
staff who felt they had to toe-the-party line. For this manager being in a ‘risk- 
averse’ culture is seen to hinder senior management performance. The 
respondent attributed the risk- averse culture to lack of "strong leadership" (sub­
ordinate construct).
Table 6.4 Laddertng 28Y
Risk takers / encouraged ▲
Strong leadership motivated followers
Paralysing, risk averse culture, stick to party line ▲
Bureaucracy / little ownership / administered not 
managed____________________________________
Current Author A - Laddering
6.3 2.5. The Ideal Strategic Management Context: 28Y
The element (personal strategic management experience) entitled ‘An Ideal 
strategic management experience which never falls to facilitate optimal 
contextual conditions for role efficacy’ represents the idyllic environment. Very 
few participants were able to think of a real-life situation where these conditions
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had fully existed for them. Table 6.5 illustrates 28Y’s constructs most closely 
aligned to ideal contextual conditions.
Table 6.5.
Constructs Closely Related to the Ideal Contextual Conditions for Role EBIcacy.
28.8 Can-do attitude Failure to take responsibility/blind to 
impending disaster
28.6 Align professional & organisational 
objectives
Regard professional cultures as a block
28.4 Risk takers/strong leadership Paralysing risk averse culture/stick to party 
line
28.11 Clarity of objectives/ open culture / new 
ways encouraged
Closed culture, preoccupied with existing 
relationships, maintaining status quo, no 
challenge permitted
28.3 Devolving of control with accountability Centralised control/attention to detail what- 
how
28.1 One team absence of pre history, clean 
sheet/less baggage
Combined two teams unsuccessfully
Current Author
On this particular grid these constructs stress the importance of leadership and 
strategic management by expressing the importance of a can-do attitude and an 
open culture in the strategic management context, alignment of professional and 
organisational objectives with clarity of objectives and a move away from 
centralised control. To a lesser degree there is reference to the make-up and 
development of teams related to the organisation (structure) and deployment 
and development of teams that form the core new network team structure.
6.3.2.6. Least Optimal Strategic Management Context: 28Y
This senior manager associated ‘a strategic management team environment 
which failed consistentiv to facilitate optimal contextual conditions for role 
efficacy’ with a strategic management context characterised by aversion to risk 
taking and short term fire fighting.
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Constructs closely aligned to the least optimal context for role efficacy include:
■ Professional accountability regarded as a block
■ Failure to take responsibility and blind to impending disaster
■ A paralysing risk averse cuiture, where managers felt they had to toe-the- 
party-line or a closed culture related to maintenance of the status quo
- Where complacency existed and organisational treacle frustrated change
■ Where mergers of teams were unsuccessful or there was a lack of team 
focus and time was wasted on team dynamics
■ Where top managers concentrated on non-achievers while being complacent 
about financial imperatives
This manager associated the following contextual conditions with ‘strategic 
management teams which were inconsistent or only occasionally facilitated 
optimal contextual conditions for role efficacy’.
- Centralised control and micro-management
■ Subjective, personality driven leadership
- Bureaucratic administration of the organisation
Analysis and interpretation of each repertory grid enables the subsuming of the 
individual’s construing or seeing the world through the manager’s eyes 
(Fransella, ed., 2005). The detailed descriptive analysis of one grid illustrates 
the rich quality and quantity of data to be interpreted in order to identify the 
unique constructs senior managers use to describe contextual factors 
Influencing their efficacy. The group data thus provides a very fertile field for 
exploring the group’s mental model in relation to facilitative contexts for role 
efficacy and establishing any obvious differences, if any, in the constructs used 
by the two groups of senior manager.
1 3 7
6.3.3. Descriptive Analysis of Multiple Grids and Interview Scripts
As this is an exploratory study, the prime focus of this analysis lies in revealing 
the senior managers’ unique constructs describing the contextual factors 
influencing their efficacy in implementing governance and attaining performance 
objectives.
One hundred and forty eight elicited construct pairs and fifty-nine pages (24,415 
words) of taped interview dialogue were collected from participants. One failure 
to record occurred on one interview and thus some valuable dialogue is not 
available for inclusion in the content analysis. The constructs elicited represent 
the senior managers’ dichotomous descriptions and evaluations of dimensions 
(constructs) derived from comparing and evaluating their own personal strategic 
management experiences. In order to interpret the group perceptions it is 
necessary to engage in a systematic process to organise and categorise the 
elicited constructs and exercise caution to ensure as little of the unique 
individual perceptions are lost. The process of interpretation and use of 
collaborators as part of the categorization procedure inevitably means some of 
the purity of the individual’s constructs (meanings) is subject to interpretation by 
others. It is important to remember the collaborators use only the elicited 
construct pairs and do not receive the benefit of access to the full taped 
interviews available to the researcher.
A composite list of all construct pairs and the taped dialogue provided the basis 
for the content analysis, with each construct pair making up a discrete basic unit 
for both content and context analysis. The more discrete the elicited constructs 
are and the more universal meaning they have, the easier it is to frequency 
count and categorise them (Stewart et al., 1981).
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6.3.3.1. Frequency Counts and Content Analysis
There are three basic approaches to content analysis; a frequency count of 
words, an examination of the co-occurrence of words and coding (Green, 2004). 
Caution must be exercised because as Kelly (1955) warns constructs are not 
equivalent to the word labels and individual meaning may be misinterpreted. 
These principles require careful balancing. During the interview process great 
care is taken to confirm interpretation of meaning with interviewees. The content 
analysis continuously refers to the context (key-words-in-context) in which the 
‘labels ‘are generated thus focusing more on the reiationship between words 
rather than the number of recurrences.
Frequency counts and content analysis are performed on the pooled constructs 
from all managers’ grids and the composite interview scripts using Excel and 
Word ‘Find’ function initially to establish whether the intuitive categories which 
appear obvious following the repertory grid interviews is in fact evident. 
Additionally, Bannister’s argument (in Fransella, ed., 2005) in favor of viewing 
the cognitive and feeling sides of human beings prompted a search for 'feel /  
feeling’ and ‘think.
As stressed in Chapter 1 a fundamental issue in management is the harnessing 
of the human element of production and service to ultimately increase 
organisational efficiency and growth. Related to this research specifically; ‘how 
do NHS senior managers interact at work to motivate themselves and others to 
attain national and corporate performance targets, and improve access and 
quality of care under harsh fiscai restrictions?’ Bannister (1981) argues that 
pressure for change demands change or transition in a person’s fundamental 
interpretation of ‘own identity’ and asserts that in striving to make sense of the 
new order may pass through phases of guilt, aggression, hostility and anxiety 
(exposing the ‘feeling’ side of human nature). Senior managers describe their 
reaction to displays of such behavior in colleagues and examples of these
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emotions (overtly expressed or general tone of conversation) occurred during 
interview. The 'feeling' side of their lived experience became evident. This 
provides further evidence that the constructs elicited are core constructs vital to 
the essence of the work-self and therefore the holistic manager-self.
The labels representing central (important to the respondent) issues relevant to 
the strategic change management and senior manager role context are 
illustrated in Table 6 .6 . Subsequently all commonly co-occurring labels were 
included.
Initial central construct themes emerging are thus clarity of role, strateav. 
objectives and goals: leadership and effective team functioning. The words 
goal/s, role/s, strategy, objectives, purpose, direction, structure and vision were 
invariably associated with the words clarity and clear. The word Individual is 
associated commonly with skill recognition, alignment with corporate goals, 
goal/role clarity, recognition of potential, align roles with skills, reward, having to 
go alone ~ no team, value attributed to, opportunities for learning and 
development, behavior of, skills, maturity, respect, opportunity to participate, 
favoritism, and patronage.
The majority of constructs relating to leadership are prepositional (readily 
observable), or behavioral (what elements do). A small proportion however 
could be categorised as evaluative (judgmental) or sensory affective 
(perceptions) and participants relate these constructs to a particular leader’s 
shortcomings. Initially individual leadership behavior was thought to be a 
separate category; however these judgments or perceptions relating to a 
particular leader are highly associated with leadership style and were later 
incorporated into the ‘leadership’ category.
An assessment of the proportion of core constructs in relation to the total 
construct pairs is calculated in order to ascribe significance (Jancowicz, 2004;
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Fransella et al., 2004). Overall elicited constructs were highly relevant to the 
research topic and they almost invariably suggest fundamental issues ‘core’ to 
the work self image. Only 19 (13%) construct pairs in this preliminary 
categorisation were more difficult to align to the contextual conditions conducive 
to role efficacy and were not considered ‘core’ constructs as they relate to more 
day-to-day operational issues. These were initially assigned to a miscellaneous 
category as less related to the strategic management context of the research 
topic.
6.3.3.1.1. Atypical Construct Pairs
Table 6.7 identifies these nineteen atypical construct pairs that originated with 
six senior managers. Two managers account for 38% of this total (27 % (1Y) 
and 11 % (23Y)). The majority of these construct pairs appear to have a personal, 
less strategic level focus and relate to the manager’s personal contextual needs 
on specific projects rather than those applicable to the wider context facilitating 
or inhibiting attainment of performance targets or implementing governance.
6.3.3.2. Statistical Analysis of Multiple Grids
An attraction of the repertory grid technique is the potential it offers for statistical 
analysis however from the constructivist perspective assigning numerical labels 
and manipulating these goes a step beyond interpretation and imposes an 
artificial meaning which is not ‘the words of the participant’. The visual graphic 
representation does however produce a readily interpreted visual picture of the 
mental map of each participant’s construing in relation to contextual factors 
affecting their role efficacy.
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Group statistical analysis involves use of individual differences multi-dimensional 
scaling, making sense of more than three to four grids at one time is complex. 
Inter group variances can be highlighted using statistical programs that produce 
a weirdness index describing the extent to which individuals differ from the 
average. The average “weirdness index” indicates the quality of shared 
understanding in the group. As the data is accumulated the amount of 
information grows exponentionally with each added interviewee grid, inevitably 
some of the detail is sacrificed and content analysis applied to summarise the 
different grids.
There are at present few grid-specific programs for multiple grid analysis. Two 
such programs are GRIDSCAL and FLEXIGRID/MULTIGRID (Fransella et al., 
2004). Although the REPGRID IV program is able to produce meaningful output 
from composite grid data, the large number of uniquely expressed constructs 
complicated production of a group mental map and no meaningful group 
analysis or output was achieved. Group comparison is thus achieved in a data- 
driven categorisation exercise (Jankowicz, 2004: Stewart & Stewart, 1982: and 
Honey, 1979) detailed below.
6.3.4. Establishing Categories and Inter-rater Reliability
Ultimately categories are derived by two methods; a bootstrapping technique 
and a theory based category scheme; both designed to minimise researcher 
bias and strengthen reliability.
6.3.4.1. Bootstrapping Categorisation Technique
This technique described by Jancowicz (2004) is initially employed to establish 
similarities and dissimilarities between constructs and assign these to categories.
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Elicited constructs are counted to appropriate categories, and reliability 
enhanced with the use of independent collaborators to repeat this process. 
Labels are applied to the categories and inter-rater reliability applied to affirm the 
chosen category labels. Overlapping categories are negotiated and merged and 
caution exercised to ensure categories reflect the constructs they originate from.
All construct pairs, participant identifier and order of elicitation number are 
entered onto an excel sheet. These are printed onto card and cut into strips. 
Individual construct pairs are sorted to piles of like constructs, the sort is then 
refined a number of times and finally labels are attributed to the categories 
derived. Categories are required to be mutually exclusive and exhaustive with all 
constructs accounted for including a miscellaneous category. The process of 
sorting to categories using the bootstrapping method is completed thrice by the 
researcher (Ri R 2 R3) and once each by three independent collaborators (Ci, C2 , 
and 03). Results are entered into Excel spreadsheets and summarised in Table 
6.8.
The major category labels identified are clarity, team, leadership, individual 
leader and organisational culture, and receptivity to change. Minor categories 
included executive support and contact, personal development & support, time 
and resources and miscellaneous.
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Table 6.8. Bootstrapping and Theory Based Category Development
B oo ts trapp ing RiR2 R3 Cl 02 03 R4 O4 O5 Oe
Clarity of 35 35 43 40 33
Team 34 34 30 16 29 34 r ■
Leadership
Style/
48 49 52 27 23 32
Individual Leader 16 16 15
Receptivity to 
change
12 18
Organisational
Culture
14 39 25
Organisational
structure
10
Executive
support
11 10 11
Personal 
development & 
support
10 11 9 r iu
Time & 
resources
5 i
Miscellaneous 15 13 9 13 .fil_____  _
Theory-based
Leading 58 50 54 61 57 57 59
Planning 33 38 41 43 37 41 41
Organising 38 38 50 y41 38 40 45
Controlling 19 22 3 i 16 10 3
1 4 8 1 4 8 1 4 8 1 4 8 1 4 8 1 4 8 1 4 8 1 4 8 1 4 8
Current Author
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Reliability tables (Jankowicz, 2004) are devised from agreed bootstrap 
categories, joint allocations of constructs are entered and the percentage 
agreement noted with the aim being to reach 90% agreement (Jankowicz, 2004). 
An example of a reliability table generated as part of this exercise is illustrated in 
Table 6.9. Despite renegotiating categories, correspondence levels between 
individual collaborators and researcher of only 56% - 77% are achieved with the 
bootstrapping exercise.
Table 6.9. Reliability Table Ri & Ci
Collaborator
■ ' ' i
Team Clarity *
; Direction
Leader
ship
Org
Culture
Org.
Structure
Misc.
\
Researcher 148 * 4 10 4 29 9 9
Team 18 12
Clarilji^
Direction
13 30
Leadership 27 24
Org. Culture 1 11
Org. Structure 0 6
Misc. 6 0
83(56%)
Current Author
One of the principles to be achieved to satisfy stability, is the achievement of 
constant results over time by ensuring category definitions are sufficiently robust 
to satisfy reproducibility, so that others may make the same interpretation of 
constructs.. The bootstrapping exercise did not involve definitions and therefore 
categories are not consistently applied and interpretations likely differ as 
evidenced by the poor correlation scores between researcher and collaborators. 
The low potential for meaningful replicability and lack of consensus led to a
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decision to apply a second method of ensuring reliability -  a theory based 
scheme.
6.S.4.2. Theory-based Categorisation Scheme
A number of theory based category schemes are described by Jancowicz, 
(2004), namely schemes used by Landfield; Fexias, Geldschlager and Niemayer; 
Viney & Westbrook and Duck. These schemes are all based on pre-existing 
research, theory or assumptions and almost exclusively relate to psychological 
therapeutic themes. Pre-existing category schemes have the advantage of 
availability of pre-existing definitions backed up by theory and empirical research 
data.
As the focus of this research project is the perceptions of senior managers in 
relation to their strategic management change context, a leadership ‘ theoretic 
theme was initially considered in view of the evident emphasis on leadership 
and leadership styles however this is rejected on two grounds. Firstly, this theme 
is considered to be somewhat narrow in view of the categories derived from the 
bootstrapping exercise. The leadership style theme does not encompass the 
identified categories of ‘team working" and ‘organisational culture and structure’ 
and whereas leadership is an important and dominant element among the 
contextual factors it is not exclusively so. Secondly, as ‘leadership’ is not the 
prime concern in defining the problem for this research, the study set out to gain 
a broader contextual view of the NHS senior managers’ working environment to 
capture the complex and multifaceted nature of their role context. A decision 
was thus made to explore the theory of management.
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6.3.4.2.1. Management Theory
There is no one accepted theory of management (Bateman & Snell, 1999; 
Carrell, Jennings, & Heavrin, 1997). The classical school of thought on 
management including bureaucratic, scientific and administrative management 
began circa 1900 and focuses on efficiency, reliance on guidelines, procedures, 
rules, hierarchy and a clear division of labor. Max Weber (1864 -  1920) 
maintains bureaucracy as the logical structure for large organisations and the 
NHS is commonly known as a failed bureaucracy and retains many of the 
elements of a state bureaucracy. Scientific management relates to 
organisational productivity and efficiency. The NHS new focus on ‘lean’ 
concepts is related to this school of management theory.
Henry Fayol (1841 -  1925) popularly known as the father of modern 
management propose five functions of management namely planning, 
organising, command, coordinate and control. Behavioral and human 
relationship management theory (neo-classical) launched on the Hawthorne 
studies (1924 -  1933) describes the legitimacy of management directives and 
employee response. The human resources school of thought that followed 
recognises the untapped resource in the employee group and has led to 
measures of increased staff inclusion in decision-making.
Integrating theories of management include systems and continaencv views of 
management propose appropriate management techniques applied according to 
differing environmental contexts. Later management theory includes aualitv 
management and chaos models.
Broadly defined an organisation is a group of people working together with 
resources to achieve particular organisational goals following deliberate 
management processes. Management is the process whereby people in leading 
positions in an organisation guide, direct and influences the activities of other
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people in the organisation with the aim of efficiently delivering services to meet 
customer needs and organisational goals.
From previous theory and research it is established that the management 
process involves planning, organising, leading and controlling. The common 
threads running through all these management theories is ‘what managers do to 
achieve organisational goals’ -  they plan and adapt strategy, organise resources 
necessary to achieve strategic goals, in leading they inspire , motivate and 
communicate with others to work towards organisational goals and finally they 
measure and control organisational outputs. These categories began to appear 
increasingly as a likely choice for theoretically based grouping.
The following definitions (Table 6.10) for planning, organising, leading and 
controlling derive from Bateman and Snell (1999) and Carrell, Jennings and 
Heavrin (1997) are thus adopted from a literature search of management theory 
for use by collaborators in the second round of categorisation, to enhance clarity 
of meaning and to ensure a degree of replicability. These definitions adequately 
correspond and encompass the bootstrap categories of team, leadership, clarity 
of goals/ roles/ objectives, organisational culture and structure, executive 
support and contact, personal development, and time and resources derived in 
this research.
Tabulation and differential analysis are then carried out in the same way as for 
the bootstrapping method. The same three collaborators renamed ( C 4 ,  G 5 ,  and 
Ce) then use the theory based categories and definitions to sort the construct 
pairs into five classes -  Planning, Organising, Leading, Controlling and 
Miscellaneous.
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6.3.4.S. Collaborator Categorisation Correspondence
A first round of theory-based categorisation produced improved correspondence. 
An example of this is illustrated in the reliability table (Table 6 .1 1 ) where 77% 
correspondence is achieved between R4 and 01. In addition and 
correspondence of 70% and 67% respectively is achieved between R4 and 02 
and 03. Full consensus however, is achieved on this first round for 79 of the 148 
(53%) construct pairs and there is agreement between 3 of the sorters on a 
further 27 pairs (18%). There are no construct pairs assigned to a 
miscellaneous category.
Table 6.11. Reliablliii Table Ri & 01
1 Planning Leading Organisation Controlling
“  “ T i ' 33 58 38 19
Planning 43 31
Leading 61 51
Organising 41 29
Controlling | 3 3
14(77%) 1
Current author
A second round is arranged and collaborators are provided with the results of 
the first round and asked to reconsider their categorisation using the definitions 
for reference. On this final round the of the theory based categorisation full 
consensus is achieved for 99 of the 148 (67%) construct pairs and 3 sorters 
agree on a further 20 pairs (14%). All construct pairs are assigned within the 
four categories. An example of the correspondence achieved between R4 and
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C5 (84%) is illustrated in the reliability Table 6.12. In addition the degree of 
correspondence between R4, C4 and C6 was 83% and 76% respectively.
Table 6.12. Reliability Table R i & 05
LeadingPlanning Organisation Controlling
' R i 148 41 57 40 10
PlaSHfifg 43 37
Leading 61 53
O rganising^ 41 32
Controlling 3 3
125(84%)
Current Author
Table 6.13 illustrates the results achieved on the two rounds of theory-based 
categorization.
Table 6.13. Collaborator Correspondence 1^ ' and 2"^  Rounds
Collaborator Gorœspondence First & Second Rounds
<50%
Current Author
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6.4. Summary
This chapter provides a clear picture of the mental map of one senior manager’s 
perceptions of contextual factors affecting role efficacy in an NHS District 
General Hospital, in addition a theory based scheme for categorising the 
emerging themes from the group grids is detailed. Using a management theory 
framework, researcher and collaborators achieve 67% (99 of 148 construct pairs) 
consensus when sorting the groups’ composite construct pairs into the themes 
of organising, planning, leading and controlling. In addition there are no 
construct pairs assigned to a miscellaneous category.
Chapter 7 will use these themes as a framework to further describe and expose 
senior managers’ perceptions of facilitative and inhibitory contexts for their role 
efficacy.
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Chapter 7 Analysis of Data II -  Category Development
7.1. Introduction
In this chapter the emergent themes derived from the theory based 
categorisation exercise, planning and adapting strategy, organising the 
resources necessary to achieve strategic goals, leading the human resource to 
work towards organisational goals and finally measuring and controlling 
organisational outputs are used to identify the unique constructs senior 
managers use to describe the contextual factors influencing their efficacy.
Each major theme is described in detail with reference to the senior managers’ 
constructs (perceptions) and liberal use of direct quotations from the taped 
interview. The constructs elicited are discussed in relation to other managerial 
and change research that identifies similar constructs related to inhibitory and 
facilitative conditions for implementing change. Group comparisons are drawn 
and the top five positive contextual factors for role efficacy are identified. An 
evaluation is made to identify the differences, if any, in the constructs used by 
different groups of senior manager. Gaps between what senior managers’ value 
as important to their role context and what they perceive the organisation to 
value are revealed.
A key finding of this work is the prominence afforded to ‘leading the human 
resource to work towards organisational goals’ within the managers’ construing.
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7.2 Leading
The broad definition of Leading used in the categorisation exercise involves 
manager’s efforts to stimulate high performance by employees, a social process 
of influencing the activities of an organised group in its efforts to achieve 
organisational effectiveness. Leading is directing, motivating, communicating 
with individuals, teams, and departments up, down and laterally. Senior 
managers were consistent in identifying leadership as the predominant 
contextual factor affecting their role efficacy. This is evidenced by collaborators 
in the results of the theory based categorisations as illustrated in Table 7.1 
below. Forty percent of construct pairs are assigned to the leadership category.
Table 7.1. Final #  Assignment Theory based Categorisation 
Construct Sort Exercise 1 R, 1 C4 i Cg I C* I Mean I
Leading 41 39 39 40 40
Planning 29 25 28 28 28
Organising 28 26 27 30 28
Controlling 2 11 7 2 5
Current Author
This corresponds, too, with the ample empirical evidence which identifies 
leadership as the crucial variable contributing to the culture and climate of the 
organisation to support creativity and innovation and effectiveness (Politis, 2004; 
Nonaka et al., 2000; Floyd & Wooldridge 2000, 1997, 1994, 1992; Pettigrew et 
al., 1992; Dopson & Stewart, 1990; Wooldridge & Floyd, 1990; Nonaka, 1988). It 
also affirms the NHS focus on leadership development from board to clinical 
care-face levels (Buchanan, 2003) and the NHS Leadership Qualities 
Framework, (NHS Leadership Centre, 2002).
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Although the literature linking leader behaviors or transformational and 
transactional leadership styles to individual creative performance or 
organisational effectiveness in general is scant (Politis, 2004) senior manager’s 
perceptions of facilitative or inhibitive factors can clearly be aligned to leadership 
styles. Their constructs and use of terminology describe clearly attributes of 
leadership styles described in management and leadership literature.
They demonstrate an awareness of the importance of leadership in improving 
organisational effectiveness in identifying specific leadership environments 
which are either inhibitory or facilitative in promoting their role performance. 
Senior managers provided both emergent and contrast poles (constructs) and 
examples of the dialogue presented below describe this ‘as opposed to’ 
(contrast) situation offered as a distinction to the facilitative or inhibitory 
construct. It can be assumed that this awareness and the values they hold are 
translated into their behavior as ieaders themselves.
7 have accepted I am a leader. I don’t need support but as a leader I need to 
enthuse and motivate others. ” (31X)
“I mean It sounds like that I think leadership Is very Important In a team and 
actually I do because I've now been In a team without clear leader. I ’ve been In 
a team which didn’t have clear leadership and It was awful and nobody knew 
who was doing what, roles were not clear (9Z)
In general their choice of words and phrases demonstrates a degree of 
knowledge and experience of management theory or at least experience of 
leadership qualities and styles as described in NHS Leadership Qualities 
Framework. A small proportion demonstrates familiarity with concepts formally 
associated with transformational leadership and although concepts of 
transactional leadership were elicited, this style is not named as such.
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7.2.1. Leadership Styles
Current leadership theory, in general, does not advocate one single style of 
leadership as the panacea for organisational effectiveness but rather advises a 
transformational style with appropriate recourse to transactional and directive 
styles where appropriate (contingency). The literature suggests a facilitative 
supportive style of leadership confident to offer a high degree of autonomy, 
fosters creativity best. This facilitative style is closely aligned to Bass’ (1985) 
transformational leadership style (Politis, 2004).
The foundation of creative leadership then, is leadership behaviors aligned to 
relationship-orientated intellectually stimulating transformational leadership style 
together with transactional leadership traits such as task orientated support and 
clear strategic direction with procedural autonomy. Fleishman’s (1953) two- 
factor theory (Politis, 2004) proposes that effective leaders must engage in both 
task and relationship management but states transformational leadership has 
the greater effect on innovation. A transactional style then, has advantages in a 
highly volatile environment such as that in which the NHS exists today. A 
hierarchical leadership style on the other hand, tends to stifle dialogue and 
change with rigid formal structures (Politis, 2004).
A paper commissioned by the NHS Modernisation Agency completed by David 
Buchanan (2003) entitled “Effective organisations and leadership development: 
trends and issues." concludes that leadership effectiveness is highly contingent 
on the immediate context and leadership development in the NHS is reliant on a 
combination of trait-spotting, style-counseling and context fitting with no 
recognition of current trends to dispersed leadership or forged links to change 
agency. Subordinate’s creativity (ability and confidence to respond to the 
change imperative) is a function of their relationship with their leaders and
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interestingly senior managers consistently referred to the change imperative in 
relation to their role contexts.
7.2.2. Transformational Leadership Styles
Transformational leadership is often charismatic and not necessarily led from 
the front. Relationships are handled in terms of motivation and commitment, 
individualised consideration, influencing and inspiring followers to transcend 
their personal interest for the organisational good. Transformational leaders 
inspire, coach, motivate, guide, influence, facilitate and begin initiatives that add 
value. They guide followers in the direction of established organisational goals 
by clarifying and aligning individual and group role requirements. They provide a 
shared vision and intellectual stimulation and have a profound effect on 
followers.
The transformational style leads to wholesale renewal of organisational values 
and assumptions via sense making, clarification of strategic intent, and 
promotion of group maintenance in pursuit of organisational change and goals. 
The organisational atmosphere is considerate of individuals and provides a high 
degree of challenge with support and intellectual stimulation. The following 
senior managers’ quotations support these ideas.
7 would summarise it as transformational because it was about saying there is a 
different way of doing things ‘Lets think out of the box, lets not get stuck in the 
way that we have always done things’" (9Z)
"...they’ve got this indefinable something which made people coalesce around 
them, follow them.’’ (28Y)
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"Basically you had a very supportive leadership that let you take initiative ... they 
allowed you to take a risk" (1Y)
"The ieaders in X  & Y create a very positive environment because they are 
positive themselves and sort of up beat and they give a message that nothing is 
unachievable in terms of workload because they rise to the challenge." (9Z)
“.... some of these were also quite visionary and they were also very politically
very astute in terms of being able to get support from out side organisation.......
we just got virtually anybody who had any influence walking around our A & E 
department, and at the same time walked them around our Day Case unit to
show what you could do if you had capital very, very astute politically they
knew how to influence. “ (7Y)
"But if you’ve got a clear vision, leader’s have that vision about where you want 
to be and he or she has managed to translate that to team members and share 
it then they are going down that same route and it is effective. ”(9Z)
“..... the strength of leadership, very, very purposeful leadership in terms of 
actual knowledge of what the team was about, where they were trying to get to, 
commitment to the cause almost coming out of the leader in the 
environment. ’’( 11Y)
"Someone saw the vision and went for it and changed it and because actually 
you had top team engagement, if you needed building alterations you could 
have them. You could point out potential change but if they didn’t empower you, 
give you that authority to remove some of the obstacles to make change 
happen . . . i t  didn’t happen" (7Y)
Contrasting transformational and transactional or traditional leadership without 
actually naming those styles, one manager said
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"So I think there was something there about seeing that potential and I suppose 
painting a vision about how things were going to be because of what was 
happening on the outside world and therefore how they needed to be different 
with us but that it was safe Ok we could do that and still maintain some control 
over what was happening. So i think it was about supporting them through a 
change process in a transformational way Rather than just saying ‘do it’ rather 
bringing them along with you and different people come in at different times and 
some of them we had to work really hard spend a lot of time going over things 
with  (9Z)
7.2.2.1. The Ideal Context for Role Efficacy
Managers described aspects of their 'ideal' context for role efficacy including the 
concepts of shared ieadership, closely related to dispersed leadership.
"Whereas a leader in the ideal environment - it would be a more shared 
leadership concept, you would not need a leader to get going in the same 
direction therefore without needing to be led. ” (11Y)
"Again i think that is the ideal. It’s where people have a joint and equal sense of 
responsibility and trust. ’’ (22X)
7.2.2.2. Constructs Aligned to an Inhibitory Context for Role Efficacy
In contrast managers also described clearly strategic management contexts 
which faii to provide a facilitative context for their role efficacy, failing to provide 
support for ideas and risk taking or focused on personal loyalties and 
allegiances as opposed to wholesale organisational renewal and inspiring
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followers to rise above their own needs and be actively involved In 
organisational transformation.
“ You felt you did work that was one minute high priority and must do....it was 
kicked around but went no where, so on the shelf a complete waste of time" and 
went on to explain why this happened “It’s difficult to know, I think some of it is a 
lack of vision for what can you can achieve, they weren’t prepared to stick their 
necks out, ‘sorry can’t do’... ‘Not good enough’ rather than saying it might be 
difficult. And you knew at that stage that with that mentality it was going to go 
wrong. There was no vision to say you’d got to hold to these things, see it 
through otherwise it will be the same problem in a couple of years time which
was exactly what happened complete lack of urgency, a lack of that sort of
discipline to see things through. ’’ (7Y)
“There was much, much stronger leadership  that tended not to have
favorites for example, they were only interested in whether they were delivering 
for the organisation rather than moving into more personality type stuff and 
culture.... a personality driven thing....which can be very subjective”. (28Y)
7.2.2.S. instrumental versus Value Rationality
A persistent and significant cause of tension in the NHS is the pervasive 
competition between instrumental and value rationality (professional tribalism) 
described in Chapter 2. The managers stress how crucial it is to align clinical 
and managerial effort for NHS organisational effectiveness. A clinician described 
a strategic management context with a ‘sympathetic’ leader, one who values 
clinical outcome measures above performance targets.
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“There is a tendency to regard professional cultures as a stumbling block. They 
can also be empowering.... It’s about aligning objectives, aligning professional 
objectives with those of the organisation." (28Y)
"In X  & Y the commonality is lack of sympathetic leadership - performance 
target orientated rather than outcome and quality measures “(3IX)
Interestingly one clinician manager described the absence of contingent reward 
as an inhibitory contextual factor that at face value revealed a professional 
expectation that managerial reforms should be matched by improved clinical 
outcomes. Two further non-clinical background managers stressed the 
importance of vicarious or personal gain in the context of a facilitative context.
“Again X  & Y similar again they were part of a similar project, and they were at 
different stages of the same project and had a shared vision whereas W lacks ... 
I think it lacks a context and a lacks vision and lacked an ownership by the 
members of the group I think probably no members of the group could see a 
personal let alone vicarious gain from the from the project or from the team (22X)
“....Because they were driven by stakeholder bonuses. "(23Y)
7 .2 .2 A . Group Maintenance
One senior manager focused on the importance of group maintenance, a vital 
aspect of transformational leadership.
“Probably that you have a structure which is quite different, quite distant from 
the people delivering on the shop floor. So if you have a structure with the senior 
team up there and then a whole range of people underneath reporting in and
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your operational team down there, you are always relying on these people to 
report back and forth and that is the way it should happen but there has to be 
some mechanisms whereby you are assured that the team is happy that it is 
working well, some measures that these people can work with that overall 
people have set to say this is what constitutes an effective team. There has to 
be some interest in its performance. ” (9Z)
"You have to have the right kind of balance between developing the team and 
actually delivering the business and if you neglect either one of those the team 
won’t to my mind be as effective as it should be So there is quite a lot here 
about purposefully designing teams and then working on the team element quite 
apart from what the objective of the team is?’’ (9Z)
7 2.2.5. Affective Constructs Related to Role Context and Leadership Style
Powerful affective constructs revealing core underlying vaiues surfaced from the 
laddering process (described in Chapter 6) used during the repertory grid 
interview. These are super-ordinate constructs, affective perceptions of 
contextual elements related to the presence or absence of a transformational 
role context. Managers expressed what it feels like to work in a transformational 
leadership context and equate this to a learning and developing culture in which 
there is support for personal and professional growth and an intellectually 
stimulating environment arising from individual consideration,
“In X  & Y there was a lack of team, lack of identity; lack of knowledge of 
objectives, whereas W was clear; you had regular meetings regular 
communications both verbal and written. A safe environment I suppose. It was a 
safe environment in which to bounce ideas around. You could go in with a paper 
or recommendations that when you came out you realised had been absolutely 
trashed and there was hardly anything of your original paper was there but
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actually you felt good about i t  It means that you don’t mind taking anything to 
that team because you know it wiil be constructive destruction if you like and 
then eventually you start taking risks. You can start taking things you know you 
need other people’s views on. It doesn’t stop you having a putting a paper 
together and having a view. The culture of the organisation was a learning and 
developing culture which we talk about but don’t actually always achieve’’ (10Z)
“X  & Y were enabling, supported ... there was clarity of what was expected and 
understanding of what your sort of responsibilities are but always someone there 
to ask. Not to be made to feel daft, not being made to feel a pratt. A culture of 
support very much so! W was the opposite side of the spectrum you were not 
able to ask a question and risk being ridiculed. ''(Y17)
X & Y did have a good feel around it for bright ideas bringing in suggestions, 
they were valued so the individual creativity of the member’s was valued and I 
think you know also there was good critical analysis of ideas from the members 
of the team. Things were not just dismissed because they were other people’s 
ideas, they were considered carefully and you could have some good debate 
around the things that were being suggested. In fact too much so sometimes 
and it is dangerous and you don’t make decisions when you have too much of 
that but it felt like a safe place to take ideas and get them analysed and 
dissected and get them implemented if that was what the team wanted to do (9Z)
“In X  & Y you were less likely to be extended in those situations than in W. By 
extended I mean the type of person or people you’re working with recognising 
what skiils you have and letting you run with that but also challenging you to 
think about plugging your gap. Encouraging you to develop insight into what 
your deficiencies are but not in a negative way but actively giving you 
opportunities where you can improve those skilis actively.’’ (Y17)
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X  & Y probably similar as I've said before in that they there was a clearer sense 
of ownership and sense of purpose and while they are different size groups they 
both share the abiiity to demonstrate that sense of clarity and in fact I would say
most stimulating as a member of the team , that ‘s important bit re a lly  "
Asked why that was stimulating the participant replied “Again I think shared 
ideas, openness and wiliingness to challenge but accept and respect other’s 
positions and then W is the odd one out there and that was a lack of any sense 
of direction or common purpose. ’’ (22X)
7.2.3. Transactional Leadership Style
Transactional leadership is characterised by management through business 
processes with use of legitimate reward, or coercive power to drive progress 
towards organisational goals. Transactional leaders handle relationships in 
terms of trades and exchanges, giving followers what they want in return for 
what the leader desires, foiiowing prescribed tasks to pursue established goals. 
They have an innate acceptance of goals, structure and culture of existing 
organisation (status quo) and employ management by exception intervening 
when processes go wrong. They can be directive and dominating and guide and 
motivate followers in the direction of established goals by clarifying role and task.
Transactional leadership is of value, however, in a very volatile, pressured 
organisational environment such as that experienced by these NHS senior 
managers in striving to attain ever more stringent performance targets and 
radical financial restrictions necessitating reductions in staff and bed capacity. A 
transactional style is essential for ensuring routine work gets done as mass 
change occurs.
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This is particulariy relevant to Trust Z senior managers whose local 
environmental context is complicated by a drive to attain Foundation Trust status, 
and a medium term project to merge three sites to one new build and 
dramatically change work practices in the process. These imperatives compete 
with the need maintain daily service and improve quality of care and customer 
service. For these reasons managers identified a degree of transactional 
leadership styie as a positive context for their roie efficacy whereas others 
alluded to inhibitory transactional contexts bordering on bureaucratic, autocratic 
and centralised.
Senior managers described strategic management contexts that are 
transactional and facilitative to their role efficacy. Once again their dialogue 
contains the ‘as opposed to' situation they perceive to be inhibitive in keeping 
with the structured interviewing of the repertory grid process.
"Similarities between X  & Y in that it was very clear about the purpose of the 
group, and about task details of what they were tasked with, they were both very 
short lived projects really,.... very focused on outcomes really and I think very, 
very focused on making the best use of everybody’s time ... compiete ciarity.’’
“Clear direction w ith  clear direction and detail. Direction with a continuous
direction towards one goai with delivery coming from the top rather than through 
all the strata’s at work.’’(23Y)
“..and there was also a very strong task focus I suppose in some very 
immediate and urgent objectives and national targets it turned out that hadn’t 
been met which tended to focus people and draw, draw away from the 
squabbling basically. It was a very small number of simple objectives and people 
had been brought in with that very role with that very brief so I suppose 
contributing to the clarity of the thing. In X  & Y the more crucial thing was a lack
169
of task focus   the opposite when you have teams that have a social focus
whereas the task focus is seen to be too harsh on relationships “(28Y)
“X  & Y both consistently let people be completely aware of their own 
responsibilities and their own accountabilities, very well organised situation, very 
dear, allow people to raise concerns, seek more clarity. W started out to be like 
that but failed due to lack of structure, it was almost too informal. I think there 
was some confusion of purpose really ....because I think from the outset the 
expectations of the group were not made explicit and everybody thought they 
knew why they were there but it was too disjointed an approach. Whereas in W 
there were clear terms of reference and actions, actions agreed were quickly 
confirmed and followed up as well” (5Y)
"X & Y were similar in their task focus; the fact that they had a clear idea of what 
they were supposed to be doing whereas W was in a kind of a bit in denial. An 
interesting thing was that objectives were not really objectives. And actually they 
spent a lot of energy... managing the fact that objectives were not being 
achieved rather than spending energy achieving them in the first place.” (28Y)
7.2.3.1. Constructs Aligned to an Inhibitory Context for Role Efficacy
Managers described the lack of formality that may accompany a 
transformational style as opposed to a transactional or traditional style, as an 
inhibitory context for role efficacy but also provided constructs describing an 
excessively formal, domineering (autocratic) style as inhibitory.
“Both groups or both environments were set up to be fairly informal none the 
less they had a job to do and a purpose but I think the informality was the 
weakness really. A weakness in that people weren’t taken seriously enough.
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For example not to attend certain meetings, there was a sense of informality 
about them, a lack of agenda for instance, not as much clarity of purpose.” (5Y)
"X & Y were enabling and encouraging so they are the positive. You had the 
opportunity to develop skills which you didn’t have in W which was controliing, 
task sort of orientated a list of jobs to do and actually to some extent not only a 
list of jobs but instructions on how to do it. ....step one, step two step three and 
it really personally impinges on my creativity. I find it very difficult” (17Y)
“In W, well provided they their met overall objectives, then in this case the detail, 
they would just govern the thing rather than trying to manage them. There was a 
tendency to micromanaging.” (28Y)
“OK so there was a is it true to say there was a centralisation of control. Yes
an emphasis on the details of work rather than getting a sort of a strategic steer 
for the Trust objectives and broad parameters, there was control and deciding 
what was to be done and how it was to be done.” (28Y) as opposed to devolving 
of accountability.
There seems to be a fine balance to be achieved with transactional styles which 
might lean towards being too prescriptive and verging on the traditional styles.
7.2.4. Traditional / Hierarchical Leadership Style
Leaders with more hierarchical attitudes (the opposite of a creative leader) 
create rigid formal structures which block dialogue and hence creativity. They 
thrive on organisational symbolism and fail to contribute in ‘flatter’ organisations 
where team working, communication, visibility, growth of knowledge, and 
development of network structures is essential. The idea of dispersed leadership 
is foreign. In common with transactional styles there is a lack of recognition of a
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need for change. Senior managers did not identify this styie with a facilitative 
context for role efficacy.
Senior managers described strategic management contexts with hierarchical 
domineering behavior that inhibits creativity, risk taking and even participation. 
Many of these dialogues described affective consequences of the detrimental 
effects on role efficacy.
"That was an interesting scenario, I think it would be fair to say that was a fairiy 
formal setting but it failed to achieve results really because it was again fairly 
domineering and tended to engender a fear factor - very, very focused to the 
detriment of having real discussion or thoughts about how to do things
better. That’s all that mattered. Domineered by a few strong personalities,
and other people not being allowed to show any innovation “(5Y)
“....frustrating I suppose, the hierarchical power was being sort of ......
undermining what we were trying to achieve and did not acknowledge that their 
strategic understanding wouldn’t be as great, it was the hierarchical battle that 
sort of tended to override what you were trying to achieve” (3Y)
"Like organisational treacle, there was tendency to try to constrain any direction
of change rather than work with peop le   And that was partly something
linked to the complacency bit and then there was a feeling that the place would 
go on for ever and nobody would ever be held responsible, with it being in 
people’s interests to try and frustrate any change kind of things (28Y)
“.....the similarities are between X  & Y and that comes back to having clear 
objectives from the outset, clarity of purpose; enough .... the right balance 
between formality and informality whereas W was different because that, the 
group was very focused on outcomes and there was very little scope for
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personal views to be aired properiy. That would create a degree of fear, it was 
very hierarchical, dictatorial - a cultural dimension" (5Y)
“Well the complete leadership was a bureaucracy, forever on about managing 
things up and managing things down and actually never owning the problem 
wholly. It was very old fashioned, I think they tried to manage, administrators 
trying to manage. They did eventualiy maneuver but they couldn’t get any sort of 
sense of direction much less bring people along with them. ’’(28Y)
“It's about the management framework really it’s about centralised versus 
empowered styles so that X  & Y very much a tendency to centralise and do 
everything at Board level whereas W... its about giving people the largest spans 
of control as possible letting people get on with it really....” (28Y)
7 think with that group the aims should have been similar but there was again a 
lack of structure to it and, and a slightly too domineering party. So there was not 
enough room for important informed debate really so certain people were 
dominating the agenda too much’’ (5Y)
“Lack of structure, lack of clarity and objectives, lack of support, and lack of 
team really- Whereas X  & Y most of the time getting it right and then when it 
didn’t work it was learning experience rather than a reprimand.”(1 OZ)
“Again that was about communication; not knowing, changes happening without 
being consulted or aware even though they involved you in your role or things 
happened to other people around you. A sort of an aura of mystery around how 
decisions were reached, a lack of transparency basically." (10Z)
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7.2.5. Contemporary and Traditional Leadership Perspectives
There are distinct preferences for leadership style or culture described within the 
senior managers’ construing in relation to optimal context for their roie efficacy. 
An optimal context for role efficacy is more often associated with 
transformationai traits and to lesser extent transactional traits. Only one 
manager expressed a preference for a bureaucratic or autocratic leadership 
style but this needs to be seen in context of the contrast (the as opposed to 
construct) that identified ‘lack of a credible leader’.
“I think strong leadership inclusive but bureaucratic or autocratic, I think it’s a 
matter of saying that person is going to go out in front and lead the 
organisation. ’’(28Y
Other than this example, there is no support for the hierarchical, autocratic 
leadership styie as a context in which to achieve optimal role efficacy. There is 
an apparent recognition that at this point in time in the NHS evoiutionary (or 
revolutionary) change process, leaders must be flexible and adaptable and 
move smoothly between transactional, transformational styles. Therefore the 
element of contingency or situational leadership would apply.
As leadership styie is an important aspect of leadership globally and reference 
to style figures prominently in NHS management and development literature, it is 
useful to identify where the senior managers’ perceptions of inhibitory and 
facilitative factors lie within the contemporary (transformational and transactional) 
and traditional leadership styles (leadership trait, autocratic, bureaucratic). Table 
7.2 provides a diagrammatic view of the language symbols used by senior 
managers aligned to leadership categories.
1 7 4
Table 7. 2.
Senior Managers’ Language Symbols related to Established Leadership Styles
Leadership styles Positive factors for role efficacy Negative factors fo r role  
efficacy
Transformational Facilitative
Empowering
Motivating
Supportive
Visionary
Politically astute
'Can do'
Offering:
Autonomy
Individual Recognition 
Risk taking support 
Creativity support 
Engagement of stakeholders 
A learning environment 
Democratic decision-making 
Relationship-orientated behaviors 
Intellectual stimulation 
Team maintenance 
Individual consideration 
Strategic focus_______________
Informality
Lack of empowerment 
Personality driven 
Professional /managerial divide
Transactional Performance orientation
Clear, consistent direction
Organised
Productive
Structured
Offering
Task detail and clarity 
Contingent reward 
Follow through
Addressing national imperatives
Overly task prescriptive 
Govern/Administrate/ Manage 
Lack of change orientation
Traditional Formality
Clarity
Remote leadership
Risk and change averse
Bureaucratic
Fear factor
Lack transparency
Lack participation / debate
Current Author
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Senior managers clearly identified leadership styles and traits they believe 
facilitate a role context advantageous to their role efficacy at this point in the 
revolutionary evolution of their NHS organisation. The theory based 
categorisation reveals greatest weight is placed by senior managers on 
leadership issues than on organising controlling or planning. However there is a 
significant emphasis on clarity and by Inference ‘role ambiguity' in the constructs 
related to the ‘planning’ aspects of their strategic management roles.
7.3. Planning
Planning as described for the purposes of this research and specifically for the 
categorisation exercise, is systematically making decisions about the goals and 
activities that an individual, group, organisation will pursue in the future. 
Planning activities include analysing current situations, anticipating the future, 
determining objectives, deciding core organisational business, selecting 
corporate strategies and determining resources required to achieve 
organisational goals.
The lesser significance attributed to ‘planning’ is surprising considering the 
strategic and cultural change agenda managers currently face and the fact that 
each of Trust Z’s five divisions are the size of medium to large businesses in 
their own right. The two largest divisions employ approximately 1400 people 
and have turnovers of El 00m and direct expenditures of £75m. Under these 
circumstances it would seem strategic planning would be very high on the senior 
manager agendas.
However, considering the external context in which the NHS managers’ function 
within a national government led organisation, a UK pubiic service, it may not be 
quite so surprising taking into consideration that national, regional and local 
policy is prescriptive and supercedes individual or organizational initiative in
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strategic change planning and implementation management. Currie and Proctor 
(2005) term this ‘sensitivity to government poiicy’ and note this is a limiting factor 
to a more effective strategic role for middle managers. The degree of strategic 
planning and risky decision-making expected from senior NHS managers is 
certainly not to the level required of businesses in the private sector. However, 
this is due to change significantly with the implementation of more independent 
Foundation Trusts.
The emphasis on leadership may also be explained in the sense that senior 
manager roles per se are radically changing (administrator - manager -  leader). 
Currie and Proctor (2005) highlight the role transition and accompanying role 
ambiguity and conflict currently being experienced by these managers. 
Constructs selected by collaborators for the ‘planning category’ provide ample 
support for this.
The lesser emphasis on planning then, may suggest less time spent on that 
level of strategic planning - in thinking, identifying core elements of business, 
and profitable areas on which to focus. It may reflect a concentration and 
preoccupation with centrally determined targets and daily business continuity to 
the detriment of strategic forward planning and modeling for change, and 
process redesign. This is confirmed from the researcher’s actual experience. 
One manager, however, described the importance of taking time out from the 
daily target imperatives for strategic thinking. In the absence of a higher level of 
strategic planning for the reasons discussed above senior managers strategies 
are more confined to the narrow focus of how to attain targets and how to 
reduce bed stock when the same numbers of patients pour in through the front 
doors.
”X  & Y were similar because they were probably clear in what was trying to be 
achieved, so clear objectives and clear direction so we knew where we were 
going. " As opposed to “I think W differed in terms of it kept slightiy changing
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direction, ......  you had to change tactics and siightiy try and get it back on
course again" Asked why there was greater clarity the respondent replied
“Probably strategically probably given a lot more time to think about, be
more clear about the objective and thus the we thought the outcome was more 
important" (3Y)
Given the argument presented above, key to strategic success for senior 
managers is having a clear understanding of the Trust’s strategic direction, with 
constant affirming of priorities in turbulent circumstances while balancing the 
quality imperative with the rigid financial and performance targets. The 
importance of an effective leader who embodies and articulates a clear 
organisational purpose is stressed frequently.
Senior managers frequentiy (n86) used the concept ‘clarity’ (Tabie 6.6). Their 
constructs and dialogue identified they have all experienced lack of clarity 
related to organisational, team and individual role purpose. Although this is 
disappointing to read, it must be remembered this can be related to the turbulent 
changing environment.
7.3.1. Clarity of Purpose
Managers consistently identified clarity of strategic direction, team purpose and 
personal goals as a facilitive context for role efficacy
"The idea that someone can actually pick up and articulate a vision that is 
consistent, you know what you are aiming for what you are looking for rather 
than the typical stop-go of the NHS. A belief that although you might have to go 
through some stop-go you are heading towards a goal that you are aiming for 
something that you know can work and will actually know at what stage they
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need to engage in something and when they should pull back and will actually 
empower somebody with out necessarily taking over from them." (7Y)
"X & Y as similar due to clarity, clear objectives, dear on the expected outcomes, 
freedom to express things, freedom to relate. W was very erratic, really 
obviously not clear of the purpose and outcomes, left people feeling a littie bit 
confused." “People’s focus was often shifted in a very short space of time, 
priorities change very quickiy, often quite difficult to work effectively in that 
environment it changes too quickly and there is a less clarity of what is the most 
important thing to be concentrating on." (5Y)
"I think because not all key players or key stakeholders were not engaged in the
first place, there wasn’t buy in from everybody and some of the key
stakeholders decided to join in later rather than at the beginning and gave a 
different view of the path we should take. We got buy-in eventually from the 
different teams we were working with, one was quicker than the other probably 
and felt more comfortable but we got buy-in on the strategic aim and then the 
operational side fell into place really."The emphasises the importance of senior 
manager and multi-professional team buy-in to the strategy (3Y)
“....very clear objectives very clear level of understanding of each other’s role 
and very little ambiguity really; a high degree of clarity. I suppose the opposite 
really is too loose in a sense of structure and too little understanding at the 
outset about people’s roles and the rules and accountabilities". (5Y)
“Cohesive team, shared vision, understands the context of their team in the 
wider health context. " “And good communication coming in and out of the team 
about the outside worid and I suppose that makes a difference in terms of how 
effective that team can be. "(8Z)
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“....Therefore objectives and clear purpose really as a team, cohort. In W the
individuals didn’t have clear purpose  objectives because it wasn’t corporate
and didn’t have corporate objectives." Aske6 how people felt In that situation the 
respondent replied “ Well very insecure you don’t know if you’re are doing right or 
wrong. You’re anxious you don’t take action, you don’t use initiative; it stifles 
innovation realiy. You don’t want to get it wrong, get involved, just don’t take a 
risk."(10Z)
“X  & Y I would say are similar for the reason that there was probably an unclear 
sort of strategy and the reason for that was probably too many stakeholders 
involved in trying to resoive the issue I would say" Whereas in W 7 think that 
was clearer, one clear message I think, there was one overall leader giving that 
strategic message."(3Y)
7.3.2. Receptivity to Change
Strategic planning involves an evaluation of the current situation and future 
orientation in preparing for organisational growth and development. 
Notwithstanding the lack of constructs related to a high level of strategic 
planning, managers are acutely aware of the change required in the NHS and 
the risky decision-making and strategic influencing and courage necessary to 
accomplish significant change.
"... there was tendency to try to constrain any direction of change rather than 
work with it and that was partly something linked to the complacency bit and 
then there was a feeling that the place would go on for ever and nobody would 
ever be held responsible, with it being in peopie’s interests to try and frustrate 
any change kind of things (28Y)
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“Both X  & Y very politically astute but didn’t have the anything like the same 
level of political vision or ‘can do’, too much of it was too difficult, or don’t know 
how to or cant be bothered , weren’t prepared to take on vested interests or 
didn’t have the authority or personal credibility.. ...”(7Y)
“...I think one of the things which I’ve learnt from some of those bad 
experiences is you can never change culture of an organisation if you haven’t 
got people on the top level supporting you. You could be the best person in the 
world but you won't change organisational culture’’ “And not only do they need to 
be receptive to change but courageous to face the inevitable conflict which 
change evokes.” (7Y)
“Its partly the politics I think but also the degree to which the Trusts in this case, 
actually kind of manages the outside politics or the interface with it and not 
being overly cautious about what the outside world will say, a bit sort of 
paralysing really (28 Y)
“. they were not receptive to the actual conflict which inevitably comes with
change, so they might be receptive to change but not necessarily doing 
something because of the unpleasant difficult conflict which accompanies it, 
making decisions that might seem quite radical..............’’(7Y)’’
“Well it’s about I suppose its about people being asked how they do something 
they’d say clearly say how they are doing and why and think about other ways of 
doing it, whereas a closed culture just says to an enquirer we’ve always done it 
this way and we wouldn’t possibly change and shift ourselves to think about 
some alternatives" (28Y)
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7.3.3. Structure Aligned to Strategy
Some managers stressed the necessity for an organisational structure aligned to 
the organisational strategy as opposed to getting a strategy to fit an historical 
structure.
“Well it was because of the strategy the whole team was based on the delivery 
of the strategy. So the strategy had certain things in it and the structure which 
supported that related directly to where that was supposed to go so it was built 
on the delivery of strategy not on somebody’s organisational structure because 
that was historical and that was how it had been so it was fresh and new I 
suppose’’. (9Z)
“This resulted in, I would say, probably a view there was perhaps hidden 
agendas which were not clear from the outset so probably working to different 
agendas. I think in one group, it was a team that did not have one vision 
between them. There was not one vision; there was not one vision as a team. 
They all had different visions of where that was going to go. ’’ (3Y)
There was clarity of structure but it was not effective I think in both situations it 
was quite historical, it emerged. It wasn’t implemented in a planned way in order 
to deliver something. It was just something sounded like a good idea. No body 
had given any real thought to what do we have to deliver, and therefore what 
structure do we need It was an organic development which wasn’t particularly 
useful. ’’ (9Z)
As described above managers addressed the macro level organisation of the 
business (structure and strategy) whilst also addressing intra organisational 
functional processes.
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7. 4. Organising
An organisation is a social enterprise working to achieve certain goals. The 
basic element of the organisation is the individual, organised in teams to 
accomplish various tasks. Organising, as described broadly for this 
categorisation exercise, is the function of assembling and coordinating human, 
financial, physical, information and other resources needed to achieve goals. 
Organising includes attracting talent to the organisation, specifying job 
responsibilities, grouping jobs into work units, marshalling and allocating 
resources, and creating conditions to ensure people and other resources 
achieve maximum success.
Senior managers’ focus is on the social aspect of the definition i.e. managing 
organisational members to work together to accomplish organisational goals. 
There is, however, little reference to the recruiting and retention of members to 
the organisation apart from the acknowledgement they need knowledgeable 
supportive team members. This may be directly related to the immediate 
recruitment context at Trust Z with restrictions on recruitment particularly 
competitive external recruiting. There is likewise little reference to creating 
conditions conducive to maximum success achieved via the human and other 
resources, including time. This may reveal an acceptance of the state of 
resources or a resignation to the diminishing human resources in the face of 
stringent financial targets. Rather the focus in this category is on the importance 
of team structure and functioning, and clarity of team purpose and standing in 
the organisation.
The word team/s was the most frequently (n268) occurring word in the grid data 
and taped interviews (Table 6.6). Team’ is used in a context relevant and 
appropriate to the socio-political role context. This probably indicates that this is 
a construct uppermost in the senior managers’ minds, an important and 
problematic contextual condition (Table 8.1). The NHS current context is
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characterised by mergers, restructures and redundancies and a likely 
consequence of this is team breakdown, disruption, insecurity and new team 
formation (Currie & Proctor, 2005).
7.4.1. Teams
Teams have the potential to change dramatically the way an organisation 
realises its goals. More and more organisations are structured around teams 
that constitute a powerful force for leading strategic and cultural change. A team 
is a small group of people with complementary skills committed to a common 
purpose, set of performance goals for which they hold themselves mutually 
accountable. Throwing together random individuals forms a group, building a 
high-performance team requires leaders committed to fostering participation, 
team development, resolving conflict, obtaining consensus, and moving from 
supervisory to participative to team leadership (Bateman, & Sneil, 1999).
Technical or functional expertise, problem-solving, decision-making and 
interpersonal skills are required for optimal team functioning along with 
established agreed norms, development of cohesiveness and explicit definition 
of roles particularly of the team leader. Creating and sustaining high- 
performance teams is crucial to the success of NHS reform.
Senior managers clearly articulated strategic management experiences that 
were facilitative or inhibitory to their role efficacy, including clarity of function 
within their strategic management teams and good team leadership. Additionally 
lack of capability, unhealthy competition within the team and lack of consultation 
were identified as a negative influence on role efficacy.
‘Team’ is thus, a very important concept for the senior managers -  much of their 
business is accomplished through working with teams laterally and vertically.
184
They referred to various aspects of ‘team’ from the inhibitory context of not being 
part of a team or perceiving ‘no team’ existed, to faciiitative strategic 
management contexts with supportive knowiedgeabie teams and dear team 
purpose and position within the organisation.
7.4.1.1. Lack of ‘Team’
Despite the widely acknowledged critical value of ‘team’ within the organisation 
‘lack of team’ or teams disengaged from the wider agenda or lacking identity 
within the organisation are cited by five managers in eight construct pairs as 
very dearly related to an environment not conducive to senior manager role 
efficacy. Significantly thirty percent of managers described this experience. It is 
not difficult to imagine the degree of organisational effectiveness adversely 
affected by this situation. Table 7.3 presents senior managers’ construct pairs 
related to lack of existence of an effective team.
Table 1.3. Sonslruct Pairs Related to Lai
1.3 Built an effective supportive team/gained 
support & confidence
:k of Exigence of an Effectl»B Team 
Isolated no team /exec withdrew support
1.4 Knowledgeable, experienced team Lone working
8.7 Team cohesive/whole system focused 
organisation
Insular team not engaged In wider 
context
9.8 Team clear position in organisation / 
created to purpose
Lack of team identity within 
organisation
10.1 Clarity team purpose Top team never met, differing 
expectations & goals resulted
10.4 Taking a risk was a learning experience Lack objectives, support, structure, 
team'
10.7 Regular meeting top team, good 
communications
No team' individuals resorted to doing 
own thing
27.8 Strong characters yet goal clarity led to 
delivery
Lack team concept meant unable to 
deliver VIP goals
Current Author
1 8 5
7.4.1.2. Clarity of Team Position in the Organisation
35 of 148 (24%) construct pairs relate to team concepts. 20% of these relate to 
clarity of role or purpose in the team as facilitative context for senior manager 
role efficacy. Table 7.4 presents the relevant construct pairs. Senior managers 
concluded that lack of such clarity results in non-achievement of goals, poor 
team behavior, valuable time wasted on deveioping team dynamics, individuals 
and teams working to ‘hidden agendas’, repression of individuais and most 
importantly lack of identity or connection to the organisational goals.
" The optimum one is very good at doing that you know what is going on not 
only in the organisation but in the whole region and whole NHS and that puts it 
into context and so you never feel you are operating in the dark you’ve got 
really good information coming in which puts it in perspective. ”(9Z)
"And the team wasn’t really confident of its place in the organisation not really 
sure it was a team, or just a group of people that had been thrown together.”(9Z)
"And I think for me that team is stronger in that there is a clear strategy and 
therefore you absolutely know where you re going as a team and what your 
place is in that in terms of delivery so as an individual you re very clear about 
what is expected of you and feel safe in that and you feel valued about your 
contribution to the whole. "(9Z)
7 think for me it’s the clarity of individual purpose so that in that particular 
setting the individuals in X  & Y were very clear on their personal reasons for 
being there and therefore their objectives and the role they had to p/ay. In W it 
was almost the opposite, confusion about what was the purpose of that 
environment or meeting and in fact it often showed itself as a sort of divisive
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element rather than a collaborative element which was better evidenced in X  & 
Y. (11Y)
They described clearly the loss of strategic advantage when teams exist but the 
function of that team is not solidly aligned to the corporate strategic agenda.
“.....clear purpose really as a team, in X  the individuals didn’t have clear purpose 
or objectives because it wasn’t corporate and didn’t have corporate objectives.’’ 
When asked how that felt the manager replied “Well very insecure you don’t 
know if you’re are doing right or wrong. You're anxious you don’t take action, 
you don’t use initiative; it stifles innovation really, you don’t get involved just 
don’t take a risk.” With set objectives, you present your case with more 
conviction.”(10Z)
“X  & Y are similar really very well structured and very well organised, completely 
the right balance between structure and formality and people free to express 
opinions. Whereas W was too unstructured and didn’t really achieve what it set
out to achieve really It should have functioned in an informal w a y  had it
been better led I think there is no reason why it shouldn’t have worked I think it 
came down to leadership” (5Y)
“.......  more ambiguity and therefore because the organisational team didn’t
know where it was going, as a team we weren’t clear of where we were going or 
what we should be delivering on. ”(10Z)
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7.4.1.3. Team Composition, Development and Evaluation
Senior managers articulated what constitutes a good team as part of a facilitive 
context for role efficacy. They include teams which are focused, cohesive, 
knowledgeable, supportive, motivated; developed teams with mature individuals, 
and members with an absence of pre-history. They expressed the importance of 
the team structure and composition, the degree of formality of function, and the 
origin, tenure and breadth of representation of teams. They also made clear the 
importance of team development and evaluation.
They reflected the pitfalls of throwing together random group of managers and 
considering them a team, and point out it takes time, maturity and experience to 
form effective teams. The fragility of the NHS environment means there are 
currently frequent management restructures and mergers occurring and thus new 
teams disbanding and forming constantly (Currie and Proctor, 2005).
"You have to have the right kind of balance between deveioping the team and 
actually delivering the business and if you neglect either one of those the team 
won’t to my mind be as effective as it should be. ’’(9Z)
“And the empowerment we change managers so often. Do they get a chance
to mature? Yes that’s part of the problem. Do we destroy f/7em?"(31X)
" It is not actually about saying who is delivering what but stopping for a minute to 
ask how are we doing as a team, how are we working together is there anything 
we should be doing "(9Z)
“X  & Y together in that they were very much mixed teams the membership was 
very mixed in terms of agendas, ail the stakeholders in that team came from 
different positions and I think that produced a difficulty of perhaps a difficulty in
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decision-making. Whereas W for its failings W did have a great sense of purpose 
and context with less of an intellectual mixture if that makes sense.” (22X)
“There may have been inadequate representation from the wider organisation then 
part of the struggle was that fora had making decisions with not everyone there 
who needs to be. Whereas X  & Y are characterised by having as an indication of 
the formality - everyone or all the voices that were needed were there, were heard 
and the formality meant you did n o t... not attend you sent a deputy. There was 
never a reason to park decisions and that was the way it was everyone who 
needed to be there was there (11Y)
“I think I got support in the end, support was vital and people were there in the 
environments that were knowiedgeabie and I am good at tapping into people, i can 
lack the knowledge to do it, I managed them. ” (1Y)
“That is about how the manager of that team manages the individual team 
members. So there is regular appraisal there is regular feedback on performance 
there is annual work plans and objectives so you’re very clear about where you are 
going what you are supposed to be doing and therefore where you should spend 
your time which makes it much easier to manage your work load. ” (9Z)
The challenge of forming a new team from constituents of two different 
organisations is highlighted by one senior manager. This extract highlights how 
difficult it would be to move to wholesale renewal of organisational values and 
assumptions necessary for transformation.
“it was a team, a team made-up of two sets of people each of whom had come 
from different organisations that had been put together and a people still thought 
or behaved and constantly think as if it was sort o f , you know, part A or part B kind 
of thing. People from one trust always worked the same way they had done and 
also had a natural, there was always favor or working better with colleagues from
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the original Trust. Getting the two to meid together as one team was very; very 
difficuit they would just go on as if they were in their original places. "(28Y)
Of particular interest are two construct pairs (shaded in Tabie 7.4) where 
respondents identified a small team with a common purpose and a team with a 
narrower range of skills and experiences as facilitating decision-making and 
reaching consensus more readiiy than a larger enthusiastic team or one with a 
broad range of skills, experience and obiectives. They refered to the multi­
professional nature of the NHS senior management teams with wide variations in 
professional training, rationality orientation and identification with individualistic 
professional or organisational goals (see Chapter 3).
interestingly one of these senior managers has a clinical background and current 
combined clinical and managerial role and the other has a non clinical background 
and solely managerial role currently. This demonstrates that it is not only the 
medical profession which finds it challenging to work coliaboratively in a multi- 
professional field. Other managers emphasised the need for sufficient true 
representation within teams and are realistic about getting the balance correct. 
This demonstrates they seek the multi-professional broad perspective.
“I think that X  & Y are common because again i think there is a tendency of both
groups not to have as clear a sense of direction W is a smaller group with a
clearer shared goals to be preferred”(22X)
“X  & Y actually have a broader range of objectives which therefore required a sort 
of wider range of skills and expertise to engage in the debate and make decisions 
whereas W is a more technical group with a more limited breadth of expertise. To 
be honest W is more a group within — X  & Y are more like wider organisation so 
youd expect W to have less issues on the tabie and I suppose in a way it sort of
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makes it easier when you are making decisions when you not trying to consider so 
many potentially conflicting objectives”(11Y)
“....there may have been inadequate representation from the wider organisation; 
then part of the struggle that fora had making decisions with not everyone there 
who needs to be. Whereas X  & Y are characterised by having a certain formality - 
Everyone or voices that were needed were there, were heard and the formality 
meant you did n o t... not attend, you sent a deputy, was there was never a reason 
to park decisions and that way it was everyone who needed to be there was 
there.”(11Y)
“Some of that is due to the whole team because if you lack if you have areas you 
lack you get somebody who matches your weakness” (7Y)
7.4.2. Team Values
A common and disturbing theme which emerges in relation to team functioning is 
the frequent reference to poor behavior within teams. Despite the focus on a very 
high level of management -  those managers reporting directly to executive 
directors, it is apparently not uncommon to experience poor behavior (e.g. 
aggression, domination).
Senior managers invariably related poor team behaviors or lack of team values 
with an inhibitory context for their role efficacy. These affective constructs illustrate 
the absence of agreed codes of behavior and the adverse effect of such behavior. 
Including anxiety, and psychological withdrawal. They expressed their vulnerability 
and discomfort in being part of teams where acceptable team norms are violated. 
Table 7.5 identifies constructs related to a lack of common objectives, individual 
recognition and team and individual maturity that appear to be closely aligned to 
such behavior.
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TatilB 1.5 Constmct Pairs Reiatecl to Bef
8.8 Common team objectives/interests
laiilor Nwltiiin Teams
Poorly behaved , inward looking team
9.9 Creativity encouraged with team critical 
analysis of ideas
Not free to express new Ideas which are 
seen as critical to status quo
3.3 Well established team, trust +++ Lack of buy-in, trust, time wasted on relationship issues
31.1 Mature individuals with common goals Dysfunctional team, different goals
17.2 Opportunities for individuals to lead 
according to skills
Unhealthy competition within team was 
barrier to team working
Current Author
“There wasn’t a culture in that team of improvement or innovation you were made 
to feel weird an outsider if you suggested improvements or innovation because you 
were seen to be challenging the status quo and criticised. Well it was such a hard 
team to be in” (9Z).
“I am talking of the extreme but in one of the two it was such a volatile atmosphere 
that a number of people would just back off the meeting because the atmosphere 
was so unpleasant and it was so unproductive....” (11Y)
“  sometimes suffered from personal agendas even destructive behaviors and
that’s obviously in extreme in both. Whereas in my ideal, that would be hopefully 
those personal prejudices would not be present. "(11Y).
Asked why that behavior persisted, the participant replied “I think because
behavioral patterns in the past had been unchallenged................ it was the failure
to set down acceptable behavioral norms and if you get away with it for a year 
you’re not going to stop are you. In my time I can’t remember it being challenged 
despite it being unacceptable. In the ideal scenario you don’t need to tell someone 
what is uncomfortable. ”(11Y).
“Confrontational individuals...” (31X)
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“Well, you would be prepared to take a risk but certainly more than you would have
done in X   Most of the time you’d know you’d be Ok, more confident, self
worth or not self worth .... You felt belief more than anything really; I know I can do 
this. You’d present your case with more conviction if you wanted to change
something. In W you felt more sanctioned  it wasn’t quite punitive but
disapproval shall I say. Whereas Y was a more encouraging environment ” (10Z)
Managers contrasted negative team behaviors to team environments conducive to 
productive and pleasant working because acceptable norms were adhered to. 
There are a number of common constructs related to team values or norms most 
notably in relation to agreed codes of behavior.
“A standard set of behaviors were agreed and stuck with  what it enabled
people to do was have that prolific debate, very chaiienging debate and also the 
fact that they were allowed to disagree there was nothing wrong with that, but 
when you went out you had reached a consensus and with W there were 
standards of behavior agreed and stuck with and this enabled delivery. Whereas 
with the other two (X & Y), it was difficult because those standards didn’t apply at 
the time. What that led to was cracks in peoples’ armour and when you go out then 
people can tap into them and it has a detrimental effect on the team, a potential for 
external sabotage. If you exposed your true opinion on something people would 
exploit that.”(17Z)
“.....that team now has a very clear understanding of how they communicate, what 
the code of behavior is for that team and where it is safe to challenge, where 
support is needed so i suppose you phrase ail that in ‘we know each other a lot 
better in that team’. I think if you look at the political arena around that is 
horrendous but actually the team spirit is good and strong and carrying people 
through the external pressures. ”(9Z)
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 it's about having respect for those individuals as well as respect for that role,
and probably respect for role is more important than for the individual. Going back 
to attributing value to what that role can bring. ”(17Z).
“... there is a code of behavior agreed within the team which made it easier in some 
ways, certainly made it more professionalised because things wouldn't become 
personalised. What it did generate was a great sense of honesty within the team 
you could say it as it was but you said it in a very professional way and could have 
a very strong healthy debate because you know the team you knew this wasn't 
personal or about the team. ”( 17Z)
“X  & Y did have a good feel around them for bright ideas, bringing in suggestions, 
they were valued so the individual creativity of the member’s was valued
a n d  there was good critical analysis of ideas from the members of the team.
Things were not just dismissed because they were other people’s ideas, they were 
considered carefully and you could have some good debate around the things that
were being suggested.  it felt like a safe place to take ideas and get them
analysed and dissected and get them implemented if that was what the team 
wanted to do. ”(9Z).
‘‘.....in my ideal the environment is not disturbed by personal preferences and 
prejudices which in reality often do inhibit processes whereas in X..... I can say with 
some confidence that part of the reason for these environments being less 
effective was because of personal issues, history clouding judgments “(11Y)
A question raised from these issues is what is the role of the team leader?
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7.4.3. Effective Team Leadership
The leader of a team carries the burden of responsibility to direct and guide the 
team and ensure there Is clarity of purpose and meaningful productive agendas are 
adhered to. Senior managers elicited a number of constructs related to the 
leadership of teams and the effect of a good or poor team leader on the 
productivity of the team and its ability to deliver (Table 7.6).
“Were similar in so far as the person directing or leading that team didn’t appear to 
have credibility as a leader and therefore it felt that things didn’t happen and 
credibility was weakened by the fact that things not followed through to 
completion. ”(8Z)
“......................... / think leadership is very important in a team and actually I do
because I’ve now been in a team without clear leader. " (9Z)
“So I think everybody needs that regular contact with their manager on a 1:1 basis 
not only because they can off load and get problems solved but because the 
manager can bring information in.”(9Z)
“.....X  had a leader but their leadership role or style was so ineffective that the 
team wasn’t even a team really.”(9Z)
The majority of constructs clearly identified team leadership as essential for 
effective team functioning as part of a context conducive to role efficacy. In 
contrast, two senior managers expressed the notion that joint or shared leadership 
as opposed to formal explicit leadership is the preferred context for role efficacy; 
one manager clearly related this to the ‘ideal’.
Interestingly two of these opposing views were construed by one respondent 
obviously relating to different personal strategic management experiences, once
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again affirming the need for a contingency / situational flexible view on leadership 
and organisationai effectiveness.
W is easier and lacks doesn’t require formal leadership I think we’ve
said in a small team there is a genuine sense of joint leadership as it were. There 
is not a need for somebody to take formal leadership and direct or facilitate the
pro ject I think that is the ideal it’s where people have a joint, an equal sense
of responsibility and trust. ” (22X)
“Tii have X  & Y as my similar ones and Td say their similarity again their similarities 
is the strength of leadership, very, very purposeful leadership in terms of actually 
knowledge of what the team was about where they were trying to get to; 
commitments to the cause almost coming out of the leader in the 
environment. ”(11Y)
“Whereas a leader in the ideal environment - it would be a more shared concept, 
you would not need a leader to get going in the same direction, a team without 
needing to be led. ”( 11Y)
This manager had clearly experienced a strategic management context where it 
was preferable to have a clearly identified leader than have a number of ‘leaders’ 
and a lack of security of knowing who to follow; yet describes the ideal as a shared 
leadership context.
“And W therefore is the exception obviously and the common ground is the highly 
formal structure with a very clear leader in that environment compared with an 
environment where the leadership was unclear and often shared between a 
number of people, “(11Y)
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The importance of having recognition for individuals within teams and ensuring 
clarity of roles was Identified as a cause of unhealthy competition within teams 
diverting team efficacy.
“Although the leadership style was different between the two leaders, that was the 
main factor that made the team a success or not. And again there was some issue 
there about the leader causing divisions within the team by not treating people 
equally in both those teams and ! think that that creates in-fighting within the team 
and you get diverted from being effective in that you loose sight of what you’re 
supposed to be delivering when you’ve got that in-fighting going on. And the leader 
of the team should tackle that and deal with it and not be the cause of it “(9Z)
“There was role clarity in X  & Y and there wasn’t in W for every member of the 
team and i think again that creates uncertainty and a bit of jostling for position a bit 
of ‘What is yours, what is mine?’ and it diverts from the performance and what you 
should be doing. You need to get that stuff sorted out early particularly if it is 
causing problems and so I suppose therefore I think that the whole make up of the 
team and why that team is together needs to be really explicit and it isn’t always it 
seems’’(9Z).
“ X  & Y did have a good feel around them for bright ideas, bringing in suggestions, 
they were valued so the individual creativity of the member’s was valued and I 
think you know also there was good critical analysis of ideas from the members of 
the team. Things were not just dismissed because they were other people's ideas, 
they were considered carefully and you could have some good debate around the
things that were being suggested. it felt like a safe place to take ideas and get
them analysed and dissected and get them implemented if that was what the team 
wanted to do.’’(9Z)
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Table 7 .6 . Construct Pairs Related to ERb c I  
8.1 Strong leader/motivated teams/ goal clarity
IweTeam Leadership
Leader did not fully understand role, 
paying lip service
8.2 Role clarity, focused team, pleasant Leader did not understand what was 
expected and was unaware of that
8.4 Credible leader but team engagement weak 
in wider team
Leader lacked credibility, no follow 
through
8.10 Strong leader / Individual recognition within 
team
Leader unclear what contributions could 
expect from individual
10.1 Clarity team purpose Top team never met, differing 
expectations & goals resulted
10.4 Taking a risk was a learning experience Lack objectives, support, structure, 
team'
10.11 Attempted consultation Lack of consultation within team, poor 
communication
17.1 Value attributed to Individuals in team No value attributed to individual's roles/ 
non hierarchical
17.2 Opportunities for Individuals to lead 
according to skills
Unhealthy competition within team was 
barrier to team working
19.7 Credible experienced self-aware
leader/confident to use of talent in team
Lack of credible leader, lack of direction
Current Author
7.4.4. Team Productivity
Senior managers’ time is at a premium and demands skills in multitasking and 
prioritising, it is imperative time spent in meetings is focused and productive and 
agendas driving and avoiding of talk for talks’ sake and regurgitation of the same 
old agenda. A fast paced productive team agenda makes for an intellectually 
stimulating working environment and provides a context conducive to role efficacy. 
Intellectual stimulation is essential to knowledge workers (today’s strategic 
managers) to foster an evolving strategic agenda that leads to transformation.
“....over a period of time it became a talking shop rather than a decision-making 
forum and that perpetuated. It was as if there was someone out there somewhere 
eise was going to make the decisions ....goes back to a lack of clarity of purpose 
and leadership  I think the seniority of the other group, there would be
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dissatisfaction if the time wasn’t spent making decisions we were more likeiy to 
crack on and try and caii a line under the issues." (11Y)
"in W the need for decisions was very strongly based on the operational 
imperatives at that point in time, things had to change and the purpose of the 
meeting was to take decisions whereas X  & Y were more characterised by sort of 
ongoing issues that didn’t really require such immediate resolution. I think that is 
the reason why my recoiiection is that not a lot was being achieved at those 
meetings whereas W had to drive those decisions. X  & Y over a period of time 
became a talking shop rather than a decision-making forum so that perpetuated it 
was as if there was someone out there somewhere else was going to make the 
decisions." (11Y)
“X  & Y are similar, W is the odd one out and I would say that the context for X  & Y 
was sort of regular consideration of the same issues and I think that some of its 
effectiveness was, had been diminished by the team focus on the same set of 
issues whereas W relatively enjoyed a sort of the changing and evolving agenda 
and that might be about personal preferences, I prefer a changing evolving agenda 
rather than a continued focus on the same issues. X  & Y were involved in an 
evolving agenda" (11Y)
"Id say that i think X  & Y were constrained by time, it could end up in sort of rush 
decisions or stifled debate whereas in the sort of ideal environment you would 
never suffer from those practical considerations. Actually all three of these are 
quite positive in this example, what I can think of the down side of S you could 
spend inappropriate time on the biggest issues because you misjudged the agenda 
etc.’’(11Y)
One manager expressed how team development time occurred at the expensive of 
productivity
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“..............there was a lot of time spent on team dynamics it wasn’t particularly
productive, half the time it wasn’t particularly well directed, just there was a lot of 
process and concentration and thinking about the teams were getting on with each 
other.’’(28Y)
Interestingly, one manager expressed a preference for a more 'practical' team over 
a 'Blue sky' thinking team as a facilitative environment for role efficacy.
7 think X  & Y are similar in that they were very much more ideas orientated, a team 
in which people’s ideas were expressed, often what might be described as a blue 
sky approach i.e. almost free to have quite radical approaches, whereas W was 
somewhat more practical and therefore down to earth, if that makes sense. ’’(22X)
In marked contrast to the concentration of constructs related to the social side of 
planning, working within teams to accomplish organisational goals, few constructs 
were categorised to the class ‘controlling’.
7. 5. Controlling
Controlling monitors progress and implements required changes. Controlling 
involves establishing and monitoring performance standards that indicate progress 
towards long-term goals, collecting and distributing performance data, and taking 
action to maintain people and processes on track to achieve organisational goals. 
Budgeting, information systems, cost cutting and disciplinary action are examples 
of control measures.
Despite the fact that performance targets dominate the senior managers’ working 
day, the construct content related to controlling or measuring and monitoring was 
negligible. This may be due to central NHS control as an accepted and virtually 
uncontestable element of the senior manager strategic management context
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rendering autonomous or semi autonomous strategic agenda setting out of reach, 
it is still, however, surprising that the context of monitoring of targets and progress, 
availability of management information, and the task of managing staff to attain 
these targets is not included in the constructs elicited. Managers may question the 
relevance or attainability of certain NHS targets but control is inevitable in any 
business. As the evolution of the NHS progresses and control becomes more 
integrated with day-to-day leadership and management, this element of the 
management process may become increasingly important to NHS senior manager 
role efficacy.
7.6. Group Comparison
This research set out to establish obvious differences, if any, in the perception of 
facilitative and inhibitory role contexts by different groups of senior manager. 
Participants are assigned to groups according to background and current 
managerial responsibility criteria (Table 6.2). The significant grouping in relation to 
significant barriers to performance and successful change is according to clinical or 
non-clinical background with respect to differences in instrument and value 
rationality. Despite the prominence of the great divide in the NHS between 
managers and clinicians, the descriptive analysis did not reveal obvious significant 
differences in the constructs they use to describe conditions favorable or inhibitive 
to their role efficacy.
To facilitate group comparison the composite construct list is coded by individual 
and group into the four major construct categories Leadership, Planning; 
Organising, Controliing according to final assignments agreed by researcher and 
collaborators C4, 5 and 6 on the 99 fully matched construct pairs and categories. 
Frequency counts are carried out on each category by individual, group and whole 
sample for groups G1 and G2. Table 7.7 identifies these group assignments.
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Table 7.7. Construct Count per Category for Groups G1 & G2
Group n Leading Planning Organising Controlling
G1 10 38 21 16 1
G2 5 7 6 9 1
15 45 27 25 2
Current Author
A superficial comparison of these group assignments reveals there may be 
differences in emphasis within the categories, planning, leading, organizing and 
controlling. Table 7.8 reveals a higher percentage of managerial / clinical groups G 
1 's construct pairs categorized by the collaborators to the leading category than is 
seen in the purely managerial group G2.
Table 7.8. Group Comparisons on 100% Correspondent Constructs 
Group Comparison on 100% Correspondent Constructs
□  Managerial (G2)
Managerial / Clinical (G1)
□  Total
Planning
26%
28%
27%
Leading Organizing Controlling
30%
50%
45%
39%
21%
25%
4%
1%
2%
Current Author
There are also a less marked higher percentage of managerial G 2’s construct 
pairs categorized by the collaborators to the organising category than is seen in the 
purely managerial group G1. This exercise may refute the researcher’s intuitive 
conclusion related to a high degree of consistency within the two groups of senior 
managers. However, drawing conclusions from these cursory comparisons on such 
a small sample is unwise. They do however pose an interesting question for future
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research with elicited constructs used to carry out a quantitative group comparison 
on a larger sample. In addition it must be remembered too, that the collaborators' 
construal has moved a step away from the original meanings construed by the 
senior managers.
In drawing group comparisons it is important to note that medical consultants were 
somewhat less comfortable with the qualitative nature of this process than are pure 
managers and managers with a nursing or allied health background. This is 
understandable as medical training is immersed in a positivist framework whereas 
managers, nurses and allied health professionals likely have more exposure to a 
range of research frameworks. Both groups identified work processes in relation to 
multi-professional groups could be simpler were there less of a mix of professional 
specialism and seemingly conflicting strategic goals and both groups seek some 
form of vicarious gain for their group or department.
7.7. Top Five Prioritised contextual conditions
Senior managers were asked to rank (1-5) their most important construed 
contextual conditions for facilitating optimal conditions for role efficacy in relation to 
attaining performance targets and implementing clinical and corporate governance.
Four managers found this restrictive; three could not decide on a top 5 and 
nominated their top 2 (27 Z) and 3 (Y23 & X31) respectively; additionally Y27, X31 
and Y28 combined more than one construct pairs In one ranking. In hindsight 
being permissive in relation to not ensuring each participant ranked the top five 
with only one construct pair per category restricts significantly the value of this 
exercise and statistical analysis potential. However it does illustrate the managers’ 
unique interpretations and individual thinking and choice, and as such conforms to 
a constructivist framework. Appendix F identifies the entire top ranked constructs 
pairs.
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No one category dominates the constructs ranked highest in priority. 10 of the 18 
construct pairs ranked first contain the word 'clarity' in relation to strategy, goals, 
roles and purpose and the remainder include concepts related to autonomy, 
empowerment and engagement. These themes together with strong leadership 
permeate the top five factors for facilitating role efficacy. This in hindsight is not a 
useful or informative exercise.
7.8. Gap Perceptions
This research also set out to identify any perceived gaps between what senior 
managers’ value as important to a facilitative role context and what they perceive 
the organisation to value.
The managers were asked to rate each of their identified positive (emergent) 
constructs according to the importance they personally attach to each in relation to 
contributing to their optimal role functioning, on a scale of 1 -  7. They repeated this 
process by rating their perception of the importance their current organisation 
attach to each, on the same scale. Results were entered onto an excel spread 
sheet. This step in the repertory grid process is a deviation from the traditional 
procedure, one successfully employed by Cassell et al., (2000). Senior managers’ 
perceptions of the correspondence are important and this knowledge is believed to 
be of value in enhancing senior manager and executive understanding of the 
import participants place on the contextual elements of their work.
Constructs rated equally important to senior managers and the wider organisation 
include well established and trusted teams, organisationai structure which 
influenced function, credible leadership, alignment of professional and managerial 
objectives, mature individuals with common goals and mature leadership. 
Constructs which show the largest divergence in ratings include decentralisation of
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control, a leadership supportive of risk taking, shared vision with vicarious gain, 
team clarity within the organisation, support for innovation, clarity of team purpose, 
consistent commitment to common goals, consistent leadership and direction and 
empowerment with autonomy. These correspond to inhibitory factors identified by 
senior managers.
Constructs with moderate divergence in ratings include consultation and 
participation, transformational leadership, clarity of expectations, acknowledgement 
or recognition of individual contribution, opportunity to debate, having autonomy 
with responsibility, a visionary top team and engagement of all stakeholders.
Senior managers perceive there is a gap between how important they rate 
decentralisation and the lived organisational behavior in relation to centralisation of 
control; and they rate clarity of team function and position within the organisation 
highly but perceive this is not the actual experience of Trust Z behavior. They value 
support for innovation and risk taking highly but perceive the organisation values it 
less as they experience the organisation as risk averse. They value consistent 
leadership and consistent commitment to common goals but their actual strategic 
management experiences cause them to perceive the organisation values them 
less highly. They value being empowered and having autonomy and some value 
obtaining some vicarious gain from surrendering to a shared vision but perceive 
the organisation values these contextual factors less.
These are important perceptions that will afford executive directors insight into 
senior managers’ perceptions of organisational values. Those perceptions which 
senior managers perceive as closely matched (credible mature leadership, 
alignment of professional and managerial objectives and well established and 
trusted teams) will offer some security to Trust Z executive managers. Where 
senior managers perceive large gaps between the importance they attach to the 
strategic contexts they have construed as facilitive to their role efficacy and those 
of the organisation, there is an opportunity to explore and bridge perception gaps.
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Appendix G shows the perceived gaps in value attributed by senior managers and 
the organisation.
7.9. Summary
This chapter provides a fuller picture of the combined mental map of senior 
manager’s perceptions of contextual factors affecting role efficacy in an NHS 
District General Hospital within a framework of the main constituents of the 
management process. It identifies a number of significant gaps between perceived 
individual and organisational values related to contextual conditions conducive to 
senior management role efficacy and therefore organisational effectiveness. It has 
been less successful in obtaining a clear view of those contextual conditions that 
are the highest priority and this is attributed to methodological problem in the 
application of the research design.
Chapter 8 will summarise the key findings of this research, delineate the limitations, 
and make recommendations for future research and recommendations for the 
executive management report.
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Chapter 8 Discussion of Results and Recommendations
8.1. Introduction
Building on the work of Mannion et al.,(2005); Currie (1999); Currie and Proctor 
(2005); Sutherland and lies (2001); Russell and Gaby (2000); Floyd and 
Wooldridge (2000, 1997, 1994,1992); Eby, Adams, Edmondson and Wooley 
(1999); Nonaka (1994, 1991,1988b); Dopson and Stewart (1993,1990); Dutton 
and Ashford (1993); Pettigrew, Ferlie and McKee (1992); Wooldridge and Floyd 
(1990): Pettigrew, McKee and Ferlie (1988); and Pettigrew (1987) the previous 
chapters have set out a case for a contextual model for exploring change in the 
NHS from the unique perspective of the senior manager's view of contextual 
factors inhibiting or facilitating their role efficacy. Personal Construct Theory and 
the repertory grid technique provide the framework for accessing this valuable 
tacit knowledge held by senior managers. This tacit knowledge becomes explicit 
during the interview process and when shared with executive managers can 
provide a platform for management and leadership development and ultimately 
improved organisational effectiveness.
In an attempt to further identify conditions provoking managerial activism and 
innovation, a gap in current research findings as described by Pettigrew et al., 
(1988) is addressed by focusing on the identification of internal and external 
barriers to implementation, and receptive, supportive and inhibitory contexts for 
change. This knowledge can be the catalyst to adopting strategies to promote 
contextual conditions favourable to senior managers’ optimal functioning and 
improved leadership and direction from executives in their common quest for 
sustainable NHS organisational development and change. This study 
{Perceptions of contextual factors affecting role efficacy: NHS Senior Managers) 
provides insights which go some way to responding to the proposal posed by
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Greenlhagh, Robert, MacFariane, Bate and Kyriakidou, (2004), ‘How can 
leaders of service organisations set about achieving a receptive context for 
change? Furthermore, Personal Construct Theory and the repertory grid 
technique provide a fitting framework and tool for achieving the aims of this 
research.
Specifically this study set out to identify the unique constructs senior managers 
use to describe the contextual factors influencing their efficacy in implementing 
governance and attaining performance objectives. Secondary objectives 
included the establishment of differences, if any, in the constructs used by 
different groups of senior managers, and the perceived gaps between what 
senior managers value as important to their role context and what they perceive 
the organisation to value. This Chapter summarises the conclusions arising 
from this research in terms of the key findings and a critique of the methodology 
used to obtain the results. The limitations of this study are delineated and 
recommendations for managers, their executive colleagues, and NHS 
management and leadership development in general are proposed. Finally 
areas for further study are elaborated.
8.2. Key Findings
In general senior managers share a mental model of what constitutes a faciiitive 
context for role efficacy. There is, furthermore, little divergence in the mental 
models of the two groups of senior managers (clinical and managerial) which 
may signify an increasing convergence between the value rationality of 
autonomy, solidarity and tacit knowledge with the managerial utilitarian 
rationality (Davies & Harrison, 2003). This may indicate a new breed of clinical 
directors, comfortable with the hybrid clinical / managerial role and corresponds 
with the Audit Commission (2003) finding of increasing involvement of clinicians 
in management.
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Senior managers ciearly identify ‘Leadership’ ‘Team work’ and a pressing need 
to ‘decrease ambiguity’ in relation to roles, objectives and strategic direction as 
the principal contextual influences likely to inhibit or facilitate their role efficacy. 
The theory-based categorisation reveals 39% of construct pairs relate to 
leadership and leadership style] 27% to planning and strategy and 28% to 
organisation and staffing including effective teams. They identify that effective 
team work is fundamental in influencing success or failure in their current roles. 
In relation to the social nature of their management role, they highlight the 
problem of conflict resolution within social work teams and the need for a clear 
organisational identity and purpose for teams. The prominence given to 
constantly seeking clarity suggests that lack of clarity is a significant inhibitor for 
their role efficacy. Both conflict resolution and the constant seeking of clarity 
can readily be related to the current NHS climate of complexity, fragmentation 
and continuous rapid change programs. Table 8.1 identifies senior managers’ 
constructs most closely related to related to the optimal and worst contexts for 
most favourable role efficacy.
Disappointingly senior managers’ constructs which relate to clarity of strategy 
and direction are as evident in 2007 as they were in 2003 when clinical 
governance project leaders (senior and middle managers) reported lack of 
strategy and direction, and fractured approaches to priority setting as obstacles 
to progress (National Audit Office, 2003). Exhibit 8.1 illustrates these key 
findings.
These key findings correspond closely with results of the following extant studies. 
Shorten, Bennett and Byck (1998) advocate sustained leadership, training and 
support with protection from over-burdensome regulation (bureaucracy), 
Mannion et al., (2005) state leadership and middle management empowerment 
are paramount, and the NHS Clinical Governance Support Team concludes that 
the core business of leadership is cultural change, with senior leaders dispersed
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within the Trust providing important leverage in managing cultural shifts and 
providing consistency between leadership rhetoric and daily operations.
Equally informative in this study, however, is the absence of constructs related 
to control which are highlighted by Mannion et al., (2005); Greenhaigh, Robert, 
MacFariane, Bate and Kryiakidou, (2004); Mannion et al., (2003); The Audit 
Commission’s Report (2003); Shortell, Bennett and Byck (1998) and Garside 
(1998). These studies emphasise the importance of efficient economic 
governance, effective data capture systems, ease of measuring outputs, 
effective knowledge and data management systems, high quality information 
and accountability systems. All these processes focus on information for control 
and performance monitoring and indicate progress towards long-term goals and 
remedial action to be taken to maintain people and processes on track.
Exhibit 8.1 Key Research Findings
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The fact that senior managers’ construing excludes these issues probably 
reflects the current developmental stage of the NHS in progressing to a more 
private corporate model of business (healthcare) management. This appears 
logical in the current NHS context where performance management frameworks, 
highly developed information management systems and clarity and consistency 
in the control processes at every level are still in their infancy.
Also notably absent from the senior managers’ construing is reference to lack of 
time and resources (competing patient care and quality agenda priorities) and 
cultural difficulties (magnitude and conflicts within the agenda, organisational 
changes which feature in the Audit Commission’s Report (2003). This may 
suggest the senior manager role may have acquired a degree of immunity to the 
pace and velocity of change.
8.2.1. The Evolving Senior Manager Role
Senior manager’s perceptions and collaborator’s categorisation place in 
question the middle management roles suggested by Floyd and Wooldridge 
(1992) and Farquhar (1998), as applicable to the current NHS senior manager 
role. Although these characterisations are fifteen and nine years old respectively, 
it would appear the roles of championing alternatives, synthesising information, 
facilitating adaptability, implementing deliberate strategy and expert resource 
are somewhat more applicable to the old administrator / manager role rather 
than to the leader / manager of today. This signals significant role changes have 
occurred.
Senior managers in this study place emphasis on clarity of strategic goals, 
participation in strategic planning, security in risk taking, empowerment, and the 
interpersonal and creative (leadership) aspects of their manager role. This is in
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contrast to implementing deliberate strategy, championing change policies as 
designed from above and setting goals and monitoring outcome. There is a 
distinct emphasis on leading change as described by Currie, (2005) and Floyd 
and Wooldridge (1994) with middle managers involved in the strategic decision­
making process rather than passive receptors of the strategy to implement. 
Involvement in strategy they believe enhances opportunities to gain consensus, 
communication and clarification.
This increased evidence of the evolving senior manager role in leadership is 
significant both for future research and in evaluating the efficacy of the 
significant NHS investment in leadership development. Wood and Gosling (2003) 
suggest leadership as a socially constructed phenomenon with leaders 
intimately bound up with the Institutional structures and social networks and 
describe leadership as paradoxical, a function of the driver and the driven. This 
has implications both for executives directing NHS senior managers and the 
development of tailored NHS leadership programs.
8.2.2. Leadership
Senior managers' construing of a facilitative context for role efficacy is closely 
aligned with the findings of Greenhaigh, Robert, MacFariane, Bate & Kryiakidou, 
(2004) and Politis, (2004). Greenhaigh, et al., (2004) carried out a literature 
review commissioned by the Department of Health to establish the determinants 
of organisational innovativeness including: the extent to which decision-making 
is dispersed or concentrated in an organisation, the extent of communication 
between organisational units, and the extent to which the dominant managers 
favour change. Other receptive contexts for change noted in this review include: 
strong leadership, clear strategic vision, good managerial relations, visionary 
staff in pivotal positions, and a climate conducive to experimentation and risk 
taking.
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Politis, (2004) suggests open interaction between management levels; a shared 
vision; risk taking; support, constructive criticism for innovative ideas; 
collaborative idea flow and high autonomy are recognised as facilitative factors 
to organisational effectiveness and receptiveness to change. In contrast 
disruptive internal politics and competition, conservatism, bureaucracies are 
inhibitory. Amabile (1997) stresses leadership as an important contextual 
variable in individual creativity and Farquar (1998) advocates a visible top 
management team and continual reiteration of the strategic direction. Senior 
managers' perceptions closely match these factors.
Leadership is identified as particularly influential for encouraging managers to 
diverge from convergent thinking and routine. There is, however, evident 
divergence between this study and the Greenlhagh et al., (2004) review. Senior 
managers offered no constructs related to the degree of organisational member 
involvement across organisations; specialisation, professionalism and 
differentiation, nor the absorptive capacity for new knowledge. This may be 
explained partly in the in the limited remit of the research question which 
focuses on senior manager’s roles in the strategic management context and 
therefore reflects the inward (in-organisation) current senior manager focus.
Senior managers in this study expect their leaders to be robust, credible, 
experienced and courageous in promoting and supporting creative risky ideas. 
They expect them to be comfortable with the inevitable conflict of change and to 
be involved with leaders in the strategic dialogue. They seek autonomy and 
freedom from bureaucratic modes of organisational culture. They seek to be 
empowered to make changes and expect support, direction, guidance and 
regular contact with their executive colleagues. They thrive in an intellectually 
stimulating and demanding environment and gain satisfaction from an evolving 
agenda where courageous decision-making and risk taking ensure a dynamic, 
stimulating program.
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8.2.3. Effective Teams
Management is a social experience. Managers work with and through others 
and individually and collectively make sense of their experiences to inform 
subsequent behaviour. Socio-political relationships are important to 
organisational effectiveness and senior managers in this study strongly 
advocate the need for effective functional teams to influence their role efficacy. 
They express concern for lack of team effectiveness describing the negative 
impact of lack of team identity within the organisational structure, lack of 
effective team leadership, and dysfunctional group dynamics that detract from 
effective productive team working.
Senior managers express the expectation that teams should not merely be a 
summation of each member’s individual contribution but should rise to a level of 
performance greater than the sum of individual managers rather than mere work 
groups or pseudo-teams. Senior and Swailes, (2004) found the degree of team 
identity experienced (organisational and individual) significantly relates to team 
effectiveness (outcomes and viability).
Senior and Swailes (2004) identify many of the constructs elicited by senior 
managers in this study, including: respect for the team and members, 
management support, alignment of team goals with organisational goals, team 
support and development with reward for achievement, and a supportive versus 
defensive organisational culture. Both studies thus, identify interpersonal 
problems and conflicts as characteristic of ineffective teams that detract from 
role efficacy.
Senior & Swales (2004) relate poor communication and organisational 
influences such as downsizing, pace of change, and general organisational
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structure and culture as having significant impact on team effectives. Senior 
managers in this study describe a lack of clarity in relation to the function and 
place in the organisation of some teams and about the quality of team 
leadership. They want to see teams aligned to structure and refer indirectly to 
the pace of change in expecting teamwork to be productive and engaged in an 
evolving agenda. They seek a high degree of professionaiism within teams and 
believe this will enhance their efficacy and team productivity and optimal time 
management.
Senior managers also emphasise the paramount value of capable, 
knowledgeable team members. They commonly work with large multi­
professional teams and some admit their comfort levels lie in smaller uni­
professional groups. However, there is also acknowledgement of the value of 
wide and appropriate representation. They express some disturbing ‘feelings’ 
about behaviour in teams and lack of personal value attributed within teams.
8.2.4. Promoting a Culture Conducive to Change
Senior managers have high expectations of executive leaders to support them in 
risk taking for change and to take the ultimate high risk decision (sanction) to 
accelerate change programs (laying aside the treacle and paralysis). They 
expect to be treated fairly and professionally even if they are promoting a risky 
and new territory idea (‘outside of the party line’). In addition they do not expect 
to be treated punitively if they get it wrong. This concurs with Mannion et al., 
(2005) who established corporacy, allegiance, buy-in, a no-blame culture, team 
working, and control and accountability as important issues in effecting change.
Although evidence linking culture and performance is suggestive but not 
definitive (Mannion et al., 2005) and Shortell, Bennett and Byck (1988) propose 
a receptive context for change includes leadership, training, and a
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transformational leadership style. This context could be described as the 
organisational culture which ultimately drives efficiency through support for 
common values which influences the ways in which employees engage and co­
operate in groups to provide service, production and performance. Senior 
managers in this study affirm this.
Eliciting senior manager’s constructs in relation to their role efficacy has 
uncovered their underlying assumptions (tacit unconscious taken-for-granted 
beliefs), which are the source of values and action. According to Schein (1992, 
1985, 1981) these fundamental perceptions together with visible organisational 
structures and explicit strategies and mission statements make up 
organisational culture. Therefore this study has exposed this important element 
of the Trust Z’s culture. More importantly, having the opportunity to 
conceptualise and verbalise the values they hold in relation to their role efficacy 
and therefore their own work-self has significant meaning for these senior 
managers. Their theory-in-use is made explicit and this provides the opportunity 
for an increased understanding of current organisational dynamics.
8.2.5. Communication and Clarity
Communication processes reflect unconscious assumptions and routine, and 
along with the intended message flow go innuendo, tone, and generosity or 
rationing of information. The nature, direction and quality of discussion flows are 
important as are the interrelationships among group members and the tenor and 
tone of group work. Development and change are learning, experiencing 
processes. Senior managers express a need for greater clarity of purpose, role 
and objectives to enable the link suggested by Garside (1998) between the 
vision of the organisation and its working (processes) by which strategy is 
implemented and change and learning can occur.
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The hyper-dynamic NHS context with high velocity change may seem the 
antithesis to achieving constant clarity of direction. However, NHS executive 
leaders have a clear responsibility to constantly communicate and reiterate the 
prevailing priorities and general strategic goals. There is a need to acknowledge 
the value of shared mental models {organisational vision} (Auchamp, 2002; 
Nonaka, 1991; Senge 1990). There is a need for them to frequently rehearse 
and polish the detail of major strategies to provide the degree of clarity senior 
managers require for role efficacy. There is a need of meaningful, un-rationed 
access to and participation in strategic decision-making and agreeing the 
detailed direction to ensure the senior organisational teams are speaking in one 
voice and treading one path. This will avoid the ‘too many leaders’ managers 
refer to.
Senior managers clarify contextual conditions non-conducive to role efficacy 
including role ambiguity and lack of clarity or inconsistency on strategic priorities. 
Although they should expect and cope with a high degree of ambiguity and short 
notice direction change in priorities they find inconsistencies in direction, and 
parameters particularly impinges on their efficacy. They seek some vicarious 
gain for their professional group or department in order to enhance their 
motivation to champion change.
Senior managers seek clarity of strategic direction, explicit expectations with 
their own professional roles clearly aligned to the Trust strategic intent. They 
seek consistency in these objectives to optimise time management. They expect 
to be included in strategy development and relish the debate and discussion 
which inevitably enhances buy-in. They seek optimal communication horizontally 
and vertically and seek the security of having explicit delineation of measurable 
accountabilities.
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They find that organisational inertia is the product of self-limiting beliefs and 
assumptions and frequently describe the importance of an enthusiastic, 
confident, optimistic ‘can-do’ organisational philosophy as important. They seek 
the right to challenge unwritten rules at the core of the ‘way things were done’ 
and want to feel secure that risk taking is acceptable and even encouraged.
Clinical Governance project leaders (National Audit Office, 2003) considered 
lack of clear strategy and direction, lack of cohesive agenda for clinical teams 
and departments, and lack of local and executive leadership as barriers to 
achieving strategic goals. Senior managers in this study refer to fractured 
approaches to priority setting and similarly find this an obstacle to individual role 
progress.
Although lllife (2002) maintains the pace and quantity of these reforms are 
unsustainable, will inflict significant damage on both the NHS and New Labour; 
put a good modernisation agenda in peril and encourage a significant risk of 
cynicism and hostility. He advocates empowerment and role clarity (lliffe, 2002). 
There is a distinct lack of cynicism emanating from the senior managers in 
regard to the quantity or quality of NHS reforms which may signal a resigned 
acceptance or concordance with the direction of travel. This aspect is beyond 
the remit of this study.
8.2.6. Theoretical and Methodological Validity
Kelly’s (1955) personal construct theory as applied to NHS senior managers, is 
focused on gaining insight into the unique perceptions and values they employ 
in making sense of their social working context as they engage in their strategic 
change management roles. His personal construct psychology theory is 
concerned with the tacit thoughts and underlying passions which drive and 
motivate actions and reactions; and accessing their unconscious (preverbal)
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interpretations of the work situation (Fransella, ed., 2005). As such the theory 
and associated repertory grid methodology are ideally suited to the ‘discovery’ 
question proposed in the research objectives aimed at enhancing senior 
manager and executive understanding of the import senior managers’ place on 
the contextual elements of their work.
The research question asked: What are the contextual factors that contribute 
to senior manager efficacy in attaining performance targets and 
implementing governance in a large NHS hospital trust? The primary 
objectives include identification of the unique constructs senior managers use to 
describe the contextual factors influencing their efficacy in implementing 
governance and attaining performance objectives; and identification of any 
obvious differences, if any, in the constructs used by different groups of senior 
manager.
Repertory grid is a method of structuring a conversation and this study has 
captured a representation of vital elements of Trust Z's culture, the 
organisations’ construct system from the perspective of the senior managers at 
a particular point in time. The data is grounded in the manager’s actual strategic 
management experiences and provides a very rich picture of the contextual 
ideal for a senior manager at this point of maximum consistent change in the 
fabric of the NHS.
The senior manager role of understanding, predicting, negotiating and acting 
takes place within a social organisational environment. They express confusion 
as to the prime focus, the explicit objectives and constantly review their own 
view of the situation as well as those of other major players. They are 
constantly predicting and anticipating the best ways to achieve the executive’s 
or national target expectations. The outcome, reaction and interaction then push 
them into re-reviewing their construction and re-developing anticipations and 
behaviours.
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Experts in repertory grid technique; Jancowicz, Fransella, Bell, Bannister, 
Denicolo, Shaw and Gaines in Fransella, ed., (2005) constantly reiterate one 
cannot divorce the repertory grid technique from the underlying personal 
construct theory. This work attempts to adhere closely to Kelly’s fundamental 
postulates and corollaries. Kelly (1955) describes eleven basic corollaries which 
apply to constructs. All these proved very relevant to the senior managers’ 
constructs.
8.2.6.1. Corollaries
Kelly’s Construction Corollary states the ‘the essence of personality is the 
cognitive system individuals use to predict and control events’. Management is 
in essence predicting in order to control (profit, quality of product or service etc.). 
The senior managers’ previous role experiences, the specific time and context, 
the current nature and past history of the social institution, and the social 
character of the organisation establishes the managers’ ‘work personalities’ and 
affects the unique reflexive way in which common understanding is sought and 
achieved.
The Individuaiitv Corollarv states that no individuals’ construction system is more 
valid than any other. The basic tenet of this corollary has been adhered to in 
this research. The choice of participant 28Y to illustrate a typical completed grid 
is random and does not denote any judgment of increased value or worth. The 
Choice Corollary states that an individual manager will choose alternatives that 
provide the best basis for prediction. This is demonstrated in the unique and 
varied ways the managers describe similar strategic management themes.
The Organisation Corollarv states that an individual’s constructs are 
hierarchically arranged in super and subordinate constructs, central and
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peripheral constructs. The examples of laddering in this work demonstrate this 
phenomenon.
The Dichotomy Corollarv refers to the fact that constructs develop as a 
consequence of individual’s perceptions of similarities and differences and is 
well demonstrated in the senior managers’ constructions. Their unique way of 
expressing a contextual factor facilitating role efficacy is enhanced by the unique 
ways they express the ‘as opposed to’ situation on the contrast pole of the 
repertory grid.
The Range Corollarv states there are a finite number of constructs available to 
an Individual relevant to a range of phenomena (range of convenience). The 
range of convenience denotes the contextual nature of a construct, which is 
bound by the person construing in a specific time period and context. 
Constructs are thus transient by nature and subject to evolution with subsequent 
processing by virtue of changed context or added experience. The fact that 
senior managers elicited one hundred and forty eight construct pairs that are not 
unrelated but highly differentiated, stand-alone entities, corroborates this 
corollary in this research. They reach the boundaries of the range of 
convenience (began repeating the same themes) after delivering nine to twelve 
construct pairs each. Their constructs are readily categorised and there were 
few atypical constructs all of which are assigned by collaborators to the theme- 
based categories.
An interesting observation in regards to this corollary is the fact that there are 
relatively few constructs assigned to the control category. An explanation 
offered is that the control functions may be out of the range of convenience of 
the average NHS senior manager currently, but may become so with stringent 
financial standards for Foundation Trust status.
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The Experience Corollarv refers to an individual’s construction system changing 
as they re-experience events. There was no retest in this study; therefore this 
was not explored in this study
The Modulation Corollarv clearly illustrates the social nature of management in 
which individuals do not learn from the nature of stimuli alone but via the 
personal construct framework, the interaction and reactions with colleagues 
(team work), the unique way in which individual and group makes sense of the 
prevailing strategic management context.
The Fragmentation Corollarv refers to an individual’s inconsistencies and 
incompatibilities within their construction system. This corollary too is 
demonstrated with managers expressing a preference for a small team of same 
profession members whilst simultaneously recognising the value of a widely 
representative group.
The Commonality Corollarv refers to similarity in constructs individuals having 
similar psychological processes employ, to facilitate prediction and common 
understanding. Managers with similar education and philosophy (medical or 
accounting) can more readily accurately predict the construing of another with a 
like background. This is demonstrated in the common themes they construe 
despite the use of unique varied strategic management experience, and 
relatively small number of atypical constructs. The professional divide between 
instrumental and value rationality that would have illustrated widely differing 
psychological processes and lack of common understanding was not obvious in 
this study with a limited sample. In fact more than one professional group 
expresses similar feelings, that uni-professional groups were ‘easier’ than the 
multi-professional nature of a senior management team. However it should be 
borne in mind that the sample is a small one and conclusions cannot be drawn 
that all professions perceive the strategic management situation alike.
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The Sociality Corollary Is related to the commonality corollary which refers to the 
extent one individual might understand or mimic the construction system of 
another thereby having effective relationships (negotiating, predicting, 
understanding how the other interprets a situation). We constantly attempt to 
construe the constructions of others, try to understand how they construe an 
event or context. Another person cannot simply reproduce another’s constructs 
rather we gain an intuitive, non verbal level understanding, act accordingly then 
experience the reaction and react, and re-construe.
Thus study successfully adheres to Kelly’s basic tenets. The repertory grid 
technique successfully identifies the distinct and unique ways senior managers 
interpret their work role experiences and facilitate interpretation of these through 
descriptive characterisation, categorisation and the use of direct quotations. It 
illustrates the commonalities in their construing. This is accomplished with 
minimum influence of researcher bias and thus use of this technique 
successfully fulfils a central tenet of personal construct psychology.
Kelly’s theory (1985) stresses constructs make our world more predictable, they 
grow and change as they are confirmed and challenged with each new 
experience and they influence our expectations and perceptions. He also affirms 
that some of our constructs are more important than others (super-ordinate) less 
likely to change; these represent our core values which may not always be 
internally consistent.
As this work lies within the phenomenological realm which is not readily 
conducive to generalisations as the variables involved are exquisitely complex 
and numerous; results of this study should be interpreted with a greater degree 
of caution than positivistic research results (Remenyi, 1998). The steps of 
phenomenological research unfold as the research progresses and the literature 
searching continued throughout the project.
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The mental maps describing senior managers’ perceptions of facilitative and 
inhibitory factors affecting their role efficacy are thus not generalisable beyond 
this study. Interpretation occurs within their current context at a time in the 
evolution of Trust Z and the NHS. The ’reality’ described is constructed in the 
act of their knowing, their current and past multiple realities and constructed 
within Trust Z’s social fabric and process (social constructivism). True to 
constructivist perspective this study has paints a clear picture of the context in 
which these constructions are made, emphasising the importance of culture and 
context in understanding what occurs in society.
This study does not extend to sharing of group constructs with the senior 
manager group and future research should proceed to this level as there is 
added value in sharing and evaluating the degree of shared-mental-model in 
relation to role efficacy as a measure of empathy or emotional intelligence which 
is stressed in NHS leadership development.
8.3. Managerial and Leadership Implications
The findings of this study have significant practical relevance for individual 
senior managers, their executive managers and NHS leadership initiatives in 
general. Senior managers receive benefit from the therapeutic nature of the 
repertory grid process that affords them the opportunity of reflexively surfacing 
their tacit knowledge in relation to factors affecting their role efficacy. Due to the 
reflexive nature of the repertory grid technique senior managers are able to 
focus on their personal roles and values and in deed they found the experience 
therapeutic. Reflective use of the grid can be of immense value, the journey 
(insights gathered in the process construing, rating, and laddering) may in fact 
be more personally meaningful than the final presentation of data.
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Their executive managers have the benefit of this explicit knowledge of these 
inhibitory and facilitative factors, to use to moderate their leadership behaviour in 
striving to ensure optimal conditions for role efficacy and improved 
organisational effectiveness.
This exploratory study thus reveals valuable tacit knowledge related to the 
unique constructs senior managers use to describe the contextual factors 
influencing their efficacy in implementing governance and attaining performance 
objectives. As such it has uniquely described inhibitory and facilitative factors 
affecting the success of sustainable change management from the personal 
perspectives of the senior managers. Framing the study within Personal 
Construct Psychology and using the repertory grid technique proved to be 
productive and findings corroborate results of other change management 
research.
8.3.1. Recommendations for Senior Managers
The following recommendations are derived directly from interpretation of senior
manager’s perceptions and may assist individual managers in optimising their
role context
■ Clarify current and emerging senior manager roles (scope, decision-making 
complexities, and accountabilities) and check mutuai understanding exists 
for all directives.
■ Be clear of expectations of executive leaders and communicate these clearly.
■ Seek opportunities for development to enhance team leadership and team 
influencing skills to ensure a professional tone and an evolving and 
productive agenda that makes optimal use of scarce time.
■ Develop skills in team leadership and team influencing.
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Foster a team working culture that values the diverse mental models of multi­
professional and multicultural (new, private sector, non-healthcare) members 
and recognises the opportunities for an increased range of ideas (creativity) 
and entrepreneurship required for business challenges.
Seek development opportunities to develop skills in managing conflict and 
consensus building in multi-professional teams in order to channel the 
‘aggression’ exhibited.
Seek opportunities to observe effective teams in action.
Be assertive in verbalising discomfort with unprofessional behaviour in teams 
and meetings. Work through the chairperson to discourage this.
8.3.2. Recommendations for Executive Managers
The following recommendations for executive managers are derived directly 
from the tacit knowledge elicited from senior managers. This knowledge is a 
crucial asset for developing strategies for sustained organisational development. 
“Cultural transformation Is likely to emerge from direct attempts to understand 
and Influence the unique, unwritten rules and behaviours that heavily Influence
the work of the NHS ” (Halligan & Bevington in Mannion, Davies & Marshall,
2005 pp xv). Currie (1999) recommends executive management mobilise 
features of the inner and outer micro context to create a more receptive inner 
context for change.
The results of this intimate intensive study of PHT senior managers‘personal 
understanding of factors influencing their role efficacy are of significant value to 
the executive managers and board members given the very important part these 
managers play in implementing local and national strategy and the 
acknowledged value of addressing strategic intent consistently and in the local 
language. They play a critical role in motivating, influencing staff to implement 
change and achieve and maintain performance targets and influence local
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strategy by moving information and organisational learning upwards and 
facilitating workforce and work process redesign.
Develop a culture of openness (transparency) and integrity in which cross 
organisational discussion and questioning is encouraged.
Establish a secure culture consistent with encouraging questioning, brave 
new ideas, and remove all structural barriers to rapid and sustained 
organisational development and change (a learning culture).
Avoid the temptation to micromanage and eliminate all vestiges of the old 
NHS bureaucratic culture.
Provide the organisational tools and support to build senior manager 
capacity and capability.
Develop senior manager levels of competency in constructive and measured 
dialogue of alternatives towards consensus building.
Role model effective behaviour in relation to empowering participation and 
managing dominant parties in teams.
Communicate an inspiring compelling vision of the future of the organisation 
ensuring there is consistency in the strategic message across the executive 
team reiterating priorities in changing environment.
Constant reiteration of the detail of the strategic plan with care to ensure 
there is shared understanding of the specifics.
Recognise the value of regular value-added recognition and feedback for 
senior managers. Value knowledge and the individual employee.
Optimise opportunities for leadership development and tailor development to 
individual need and organisational goals.
Reward those offering innovative and creative ideas for development and 
change rather than those who constantly identify risks associated new ideas. 
Numerous ideas die for lack of support and warnings not to rock the boat, 
give managers a hearing to discuss ideas of potential change gleaned from 
their unique nearness to care-face staff and customer perspective. 
Recognise they are uniquely placed closer to the care-face.
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Demonstrate a confidence in senior managers with appropriate challenge 
and support fundamental to development.
8.3.3. Recommendations for NHS Leadership Deveiopment
Buchanan (2003); Bartlett and Ghoshal (1995) Pettigrew and Whipp (1991) and 
Pettigrew, Ferlie and McKee in their study Shaping Strategic Change (1992) 
emphasise the historical, cultural economic and political context of change. 
Buchanan’s paper (2003) commissioned by the NHS Modernisation Agency and 
entitled "Effective organisations and leadership development: trends and 
issues.” concludes that leadership effectiveness is highly contingent on the 
immediate context. Furthermore leadership development in the NHS currently is 
reliant on a combination of trait-spotting, style counselling and context fitting with 
no recognition of current trend towards dispersed leadership or forged links to 
change agency. Senior managers in this study consistently refer to the change 
imperative in relation to their role contexts and link this to relationships with their 
leaders. They intimate this relationship affects their ability and confidence in 
responding to the change imperative and thus affects their roie efficacy.
The evidence in this study of the evolving senior manger role in leadership 
(craving clear direction and the autonomy and security to develop the 
entrepreneurial and leadership aspects of their role) is significant both for future 
research and in evaluating the efficacy of the significant NHS investment in 
leadership development and influencing future improvement of leadership 
development.
The following recommendations for leadership development may more 
effectively link management to the change agenda and address the practicalities 
of social relationships at the senior management level.
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Leadership development and training
■ Should be related more closely to the immediate role context and have a 
substantial focus on change management.
■ Should be tailored to the individual in the role-in-context.
■ Should have a substantial focus on change management including attention 
to strength of decision-making processes used to bring about change, 
efficient mechanisms to implement change, participation in determining valid 
objectives, and influencing upwards for change.
■ Should concentrate on developing senior manager communication skills, 
measured influencing up and down the organisation and communication 
under conditions of conflict, politicking and power play.
■ Should develop skills in working towards clarity of strategic intent despite the 
volatile nature of the centrally determined NHS targets.
8.4. Theoretical Implications
Personal Construct Theory provides an effective philosophical perspective within 
which to access the perceptions senior managers use to understand their 
socially constructed role reality and to predict and control the likelihood of 
positive outcomes. POT and repertory grid technique provide a powerful 
combination for qualitative management research.
Personal Construct Psychology and repertory grid technique have potential for 
leadership and organisational development beyond the individual grid 
experience. Individual managers experience therapeutic effect during the grid 
interviews. The immediate therapeutic benefits derived from surrendering tacitly 
held perceptions of personal work role related values became obvious for 
individuals during the interview. The managers welcome the rare opportunity for 
role context reflection. There is potential to develop the process delineated in
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this study to obtain a negotiated group mental map of the values related to role 
context, strategic direction or culture. The value of this lies in the opportunities 
for development of shared mental maps and shared visions to drive 
organisational unity of purpose and effectiveness.
8.5. Limitations of this Research
■ Obtaining a manager’s complete cognitive map in relation to the topic cannot 
be wholly accomplished in one sweep -  people are complex and not 
superficial. Further therapeutic benefit might have been achieved by offering 
a follow-up interview with discussion and validation of the repertory grid 
analysis with each senior manager. A sharing of the summary of results 
could form the basis of a productive and informative development session 
which could facilitate development of a shared mental map which could 
influence group effectivity - shared beliefs are more directly related to 
strategy and decision-making outcomes (Jellinek & Litterer, 1994). Securing 
time with this particular group for repeat interviews and therapeutic sessions 
would prove challenging.
■ Arguably generalisability has been enhanced to a degree by relating the 
findings to evidence from empirical studies cited in the literature which 
although they do not relate directly to contexts affecting senior manager role 
efficacy, do relate to studies on conditions related to successful change 
projects, successful organisational development, enhanced organisational 
performance and development of entrepreneurship. The degree of 
correspondence achieved adds value to limited claims on generalisability.
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8.6. Suggestions for Future Research
In terms of future research the following suggestions are made:
■ From a methodological point of view the study design should incorporate a 
second interview for the purpose of confirming and reaffirming the researcher 
interpretation of the completed grid, construct analysis and categorisation. 
Use of the graphic output could enhance the new insights achieved during 
the interview. Taken a step further the group could discuss the 
commonalities in construing joint-co construction (group discussion) using 
the elicited tacit knowledge.
■ A universal definition of senior and middle manager should be developed for 
use in management and leadership research.
■ The study should be repeated within the wider NHS senior management 
population and lower levels of management as leadership for change should 
occur at all levels.
■ For those constructivists interested in the quantitative analysis of repertory 
grid matrices, further replication of this study could be enhanced with the 
choice of GridSuite as the analysis program of choice.
8.7. Epilogue
This exploration of senior managers’ perceptions provides a deeper 
understanding of the role context experienced by a senior NHS manager in a 
large District General Hospital and provides their executive directors with insight 
into more effective directing, supporting and developing of senior managers. A 
clear picture of the ideal context for senior managers is developed from the 
bipolar nature of constructs and negative or inhibitory behaviour and context 
provides the opportunity for organisational and management behaviour change.
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The study provides further evidence for monitoring of the socio-political context 
in which NHS senior managers enact the important roles of leaders-for-change. 
It reinforces the centrality of leadership in effecting change and leadership as a 
negotiated state contingent on macro and microenvironments and interpersonal 
relationships. It offers insight into factors affecting managerial activism and 
innovation which is of benefit in promoting an improved understanding of 
organisational performance
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Reflective Diary
Working In a managerial environment of phenomenal change and 
considerable stress set me thinking and questioning and prompted me to 
satisfy a long term ambition to do PhD level research. Having a pragmatic 
bent, and having completed an applied Masters degree 1 decided on the 
Doctorate Business Administration (DBA), a work orientated programme 
offering a first 'taught year’ on research methodology. Completing this course 
has therefore enabled me to ‘Build on previous postgraduate level studies by 
conducting structured empirical research to Improve strategic management 
declslon-making, develop my applied research skills leading to application of 
established and new knowledge to enhance the professional practice of 
management’.
I am lucky enough to have followed a career in the healthcare industry as a 
clinician and later a manager over four continents through war and peace, in 
both public and for-profit health sectors, and academically through medical 
school and finally to business school.
My experiences In two private sector healthcare systems had a profound 
effect on my philosophy of the provision of healthcare. One a multinational 
with roots firmly entrenched in the early Total Quality Management movement 
and highly developed corporate business governance systems, a social 
environmental program and a unifying, powerful company vision, and the 
second the first western standard private healthcare in Dubai based on Joint 
Commission Accreditation International (JCAI). Phenomenal socio-cuitural 
change was as much a part of these experiences as is the NHS.
On returning to the NHS I was stunned by the contrast between these 
previous managerial experiences and the reality of the NHS. The sound
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business principles and strict monitoring of clinical outcome standards all 
centred on a live, shared vision I had been used to, were markedly divergent 
from the lack of basic entrepreneurial and business orientation, lack of 
organisational pride and unity under a strong local vision in the NHS. The 
style of business leadership I observed play out daily and the toll in terms of 
stress and unrelenting pressure, on fellow senior managers prompted me to 
try and understand better the context of work in a large NHS DGH. Questions 
and thoughts that consumed my thinking were
How do middle /  
senior managers 
change things? /  Why does JCAHO
function as a sustainable 
model for performance and 
O j  performance improvement 
integration and NHS 
CZ5 Governance & Q1 initiatives 
striinaie to or.hieve thk?
How do the NHS middle/ senior 
managers foster organisational 
learning to sustain the progress 
made on attaining goals?
How do I survive 
in the hostile NHS 
environment?
My progress through the DBA has not provided a magic answer to these 
issues but it has enabled me to gain a very deep understanding of the context 
in which the current NHS exists, where it originated, evolutions in response to 
contextual stimuli and a more holistic view of the revolutionary changes 
required now. As an intermittent interloper, a nomad, in the NHS and a 
somewhat global citizen, I found it necessary to spend a major chunk of time 
on the history and evolution of the NHS and its management history. I 
constructed a couple of sizeable chapters, and placed them in the body of the 
thesis. Supervisor wisdom suggested they be placed in the appendix. It took 
some time for me to actually extricate them and realise they did not add
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weight to the body of the thesis, and to accept that their importance was not 
depreciated in the appendix. I believe I have satisfied the course aim to 
‘Better comprehend management problems and Issues’ and ’Appreciate the 
need for contextualisation and the limit to extending findings and 
conclusions.’ I am therefore better equipped to survive the hostile 
environment and make significant contribution.
The taught course work year was fascinating and the contact with academics 
and managerial students from various industries including catering, quantity 
surveying, and commodities was stimulating and supportive. The structured 
elements of the course included; Research methods for Management, 
Qualitative Research Methods, Quantitative Research Methods, Literature 
Review, Thesis Proposal and seminars. These provided an effective vehicle 
for a cumulative accrual of developing research skills. As always, however the 
more you gain knowledge the more you realise how little you know of the 
mass that is 'knowledge'
The presentations and seminars are very useful in gaining immediate 
challenge, feedback and advice on work completed. However, the real value, 
and the real learning takes place as you engage in actual process of research 
at this level. The more you hone in on a particular technique within an 
epistemological field, the more you realise what an amateur you are In the 
wider ‘research world’. The more you read, the more the temptation and real 
risk there is of broadening and diverging, all avenues become fascinating and 
tempting to travel.
I have been on many scenic routes that turned out to be aesthetically 
interesting but which finally resulted in difficult and painful decisions to 
abandon those routes in the interest of focusing on a feasible and focused 
journey of discovery. One example of this for me was a detour into knowledge
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management which culminated in throwing out of numerous accumulated 
texts and articles with panicky thoughts of ‘what if I need these? ‘
In particular, in relation to the ‘Appreciating the significance and Implications 
of different epistemologles and paradigms In management research’, I have 
had the opportunity to examine where my epistemological preferences lie and 
why. It has been an opportunity to make this tacit knowledge explicit and a full 
explanation of my personal philosophy is contained in Chapter 4 of the thesis. 
This realisation was born from reading assigned theoretical texts, critically 
evaluating assigned articles and finally became real in reading, evaluating 
and using all the literature used in the thesis. In particular it was satisfying to 
be able to find a common ground for an epistemological basis within the 
divergent fields of medicine, caring and management.
As NHS managers go about the daunting and challenging task of performing 
their roles effectively and efficiently in an organisational climate of massive 
change, competition and considerable insecurity, I observe them keeping a 
stiff upper lip. They dare not voice insecurities, appear weak, appear 
anything other than in complete control and on top of the agenda. I expected 
the data collection element of this project to be laborious and repetitive. 
However the technique I chose, repertory grid, turned out to be just the 
opposite.
Repertory grid technique is renowned for eliminating researcher bias but until 
I experienced the interviews, I did not realise how effective it could be at 
getting to the heart of senior managers’ experience in strategic management 
teams in a way that did not place them in the awkward position of revealing 
‘judgments’ of what would likely have been situations known and experienced 
by researcher and participant. The technique set them free to retain the 
identity of the team and freely express factors that affected their role efficacy. 
This experience for them was cathartic and very satisfying for me. In this way
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I gained a real appreciation for the therapeutic value of this technique, which 
went beyond just developing familiarity and experience in delivering repertory 
grid interviews, and therefore satisfies for me a course requirement for 
'Gaining an understanding of appropriate techniques and approaches to 
creating new knowledge’.
Because I became intent on exploring senior manager’s views on contextual 
conditions affecting their role efficacy, I chose a methodology within the 
phenomenological paradigm which could access their mind map in relation to 
factors affecting their role efficacy. This satisfies the course aim to ‘Apply a 
qualitative research design and technique In a real setting cognisant of 
practical Issues and constraints and be aware of the strengths and 
weaknesses of the chosen design’. Part of this decision-making, however, 
involved the knowledge gained in Quantitative and Qualitative Research 
Methods Modules.
True to the concept of an exploratory study, the literature review continued 
well into the last chapter of the thesis. This review is largely contained in 
Chapters 1 , 2 , 3  and 4 and deals with divergent fields from organisational 
development to leadership theory and from personal construct theory to 
change management. Not all of these knowledge journeys became a part of 
the final thesis. Those that did not were as important as those which do form 
an integral part of the finished product. You set out not knowing what you will 
find what readings will add new knowledge or experience and be relevant to 
your current purpose. A surprising element is how interwoven all these facets 
of healthcare management are. A constant challenge was to keep focused on 
the research question and resist the temptation to indulge in gaining 
information for information sake and trying to answer broader questions.
I believe I have adequately demonstrated 'acquisition of skills In literature 
review and organising a substantial body of knowledge In relation to the
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specific management problem which Incorporates the theoretical 
underpinnings of the field, current Issues, controversies and the general state 
of knowledge’.
This research project has led to a ‘better comprehension of management 
problems and Issues’ for the senior managers who participated, for their 
executive directors and has made a contribution to knowledge and has the 
potential both to stimulate further research and augment the professional 
enhancement of healthcare management. It has been a personal challenge, 
benefiting me personally and professionally. In fact the research project not 
only provided some immediate therapeutic benefit to participants but the 
technique has potential to recharge and focus senior and executive managers 
on their personal and professional role values.
What did this lournev cost?
The DBA is not a cheap course and I was very fortunate to be sponsored by 
the NHS. However In terms of your personal life. It is even more costly. My 
social life has been on hold, I am a temporary social recluse, any spare time I 
have I am reading, writing, exploring. The course book stated you require 20 
hours per week. Like all my current senior manager colleagues, I do in excess 
of 60 hours a week at work and take paper reading, the odd report to write 
home at night.
Guilt is a constant companion. Physically too there is a price to pay, both in 
terms of not getting any physical exercise time, and having an intimate 
relationship with desk and computer bound activities. Eyes take a strain in 
terms of volumes of reading, and hours of work at the computer. In terms of 
space, the DBA work has taken over my dining area like a voracious weed. 
The very large desk is continually strewn with various piles of texts and 
articles, some waiting to be read or reread, some waiting to be quoted in a
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particular chapter, and some as yet unread. There are two filling cabinets full 
of all the articles I have read and consulted and there they will remain until 
this doctorate is complete. There is a bookcase full of texts some frequently 
consulted and well marked and others bought and read but seldom used.
Time has gone by quickly and the only low point for me was when the NHS 
COREC vetoed the project saying it was all ‘management-speak’. The first 
proposal was submitted 04/10/2004 and never reached its intended 
destination as the COREC office moved. The second was submitted 
15/02/2005 and soundly rejected. The third and final proposal was submitted 
18/07/2005 and accepted. The electronic form available on the Internet 
changed three times during this process.
After the initial disappointment wore off I decided to use my managerial savy 
and remember 99% of projects being passed by COREC were double blind 
random drug or therapeutic studies. A major edit of the proposal softened the 
managerial terminology. It turned out to be a valuable lesson in 
communication and adapting to the specific audience. Acknowledging the 
positivistic clinical bias of the COREC receiving submissions from Portsmouth 
and Southampton Hospitals and seeking supervisor advice for the final 
version helped to secure approval. I discovered later from other PhD students 
9 months for COREC acceptance was a phenomenal success!
Gaining organisational approval was interesting and challenging. I required 
executive approval of the proposed research and spent time with executives 
describing the project and requesting permission to approach their direct 
reports. There were 5 in all holding varied portfolios. All approved the 
proposal; one with a positivistic bias took some persuading on the 
methodology but all actively verbalised outcomes they anticipated and 
suggested elements for inclusion. An executive management report is 
required once the thesis is complete.
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Executives thus made constructive suggestions and made clear their 
expectations from the research project. These included a more pronounced 
emphasis on performance management, achieving required targets etc; wider 
inclusion of participants to include the Divisional Clinical Directors; a 
suggestion that although the NHS policies and strategy is externally 
deterministic there is allowance for local diversity.
It is interesting to look back on early diagrammatic representations of the 
proposed research, such as the one below and ask myself did I deviate, did I 
wander, did I abort and start a new journey? All the key elements in that 
diagram are included in the finished product; the central government 
influence, the executive, the senior managers, the clients. The top-down 
strategy, the senior manager as cynic, citizen or champion (although I think I 
diverted from pursuing that specific approach), the role of the senior 
management and the viability of the NHS. In particular the behaviours 
/conditions individuals perceive as important in enabling optimal performance 
as a senior manager.
I did decide during the wide literature search to drop the term middle manager 
as in the NHS literature the term ‘senior manager’ was used more frequently. 
The term ‘middle manager’ however was a key term for the literature review 
as the terms are used interchangeably.
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Research Tips for future students
To any would be students, suggestions I would make is be fastidious, be 
fanatical about every detail. Record meticulously every reference, file every 
article religiously, and set up a physical area where in-process papers and 
books can lie in wait for your return undisturbed. Buy some cheap filing 
cabinets.
In recording data plan every infinite detail, number and code all participants, 
all elements of data, it will save you time in the end. Be meticulous about the 
order in which you enter data and the exact wording you use as making 
comparisons becomes a nightmare if the wording is disordered or slightly 
varies. Be organised plan stages of your work; keep to deadlines you set 
yourself (there is no matriarch pacing you only yourself). Number and date all 
versions of chapters etc to avoid computer overload and ensure you work on 
the current versions. Seek criticism and challenge because this will deepen 
and broaden your thinking.
What have I gained? I have gained a deeper understanding of the NHS my 
current employer, I have learnt a lot about change management and 
organisational development, I have developed my critical reading skills and 
improved my writing proficiency. I was lucky enough to have been able to 
deliver therapeutic value for the participants -  this was entirely unexpected. I 
have fulfilled a significant personal goal.
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Appendix A. Evolution of the National Health Service
1. Rights to Health Care
2. Establishment of the UK National Health Service
3. Response to rising demand and expectations
3.11948- 1969 
3.21970-1989 
3.31990-1999
4. The NHS of the 21 st century:
4.1 The NHS Plan: A plan for investment, a plan for reform (2000)
4.2 The NHS Improvement Plan Putting people at the heart of public 
services (2004)
5. Accelerating cost of the NHS
6. Value for money?
1. Right to Health Care
Throughout much of history, people have acquired rights and responsibilities 
through their membership of groups, families, nation states or global 
communities. The Hindu Vedas, the Babylonian Code of Hammurabi, the 
Bible, the Quran (Koran), and the Analects of Confucius are five of the oldest 
written sources of the notion that people have duties, rights, and 
responsibilities. Most societies have had traditions based on “Do unto others 
as you would have them do unto you”. http://www.righttohealthcare.org/Phil~ 
b.htm
As early as the sixteenth century philosophers debated the rights to 
healthcare. Thomas Hobbes (1588-1679) argued for human rights, the 
material right to life of the individual in relation to peace and physical security. 
John Locke (1632-1704) evolved the debate further with concepts of rights to
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liberty and life, and the idea that people ought to be concerned with the 
preservation of all their fellow human beings. Jean Jaques Rousseau (1712 - 
1778) was the first major western philosopher to assert that there was a 
collective responsibility of society to assure that all people have what they 
need to survive. He thus advanced the idea of civil rights while developing the 
concepts liberty, equality and fraternity (Rivett, 1998).
These growing beliefs paved the way to formal social, political and human 
rights based on being “human”. Formal and legal documents entrenching 
these rights include Thomas Paine's "Rights of Man" (1792), the French 
declaration of "Rights of Man and Citizen" (1789) and declaration of "Rights of 
Woman" (1790); the American Declaration of Independence (1776) authored 
by Thomas Jefferson and signed by Benjamin Franklin and Bill of Rights 
(1791). Post World War II a number of countries had a crisis of conscience 
and the United Nations Declaration of Human Rights: the International, Social 
and Cultural Rights Covenant; WHO Alma Ata Conference; and the Vienna 
Conventions Economic were delivered. The United Nations signaled a new 
era of accountability for protecting these basic human rights (Rivett, 1998).
2. Establishment of the UK National Health Service
The belief that everyone, by virtue of her or his humanity, is entitled to certain 
human rights is thus fairly recent. Although its roots lie in the sixteenth 
century it took the catalyst of World War II to propel human rights onto the 
global stage and into the global conscience.
From the mid nineteenth century the United Kingdom public began to believe 
that access to heath care was an essential ingredient of democracy 
(civilisation). A need arose for systematic development of an organised health 
service spurred on by the military experiences of the First World War. The 
rich bequeathed their fortunes to their local hospitals and charities, such as
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the Kings Fund. Philanthropists such as William Marsden initiated free 
services for the poor; his original house of alms for cancer patients was the 
precursor to the Royal Free Hospital, London. Local municipalities ran public 
hospitals for maternity care, tuberculosis treatment, mental ill health care and 
workhouses for the elderly. Services that existed were scattered and the 
quality varied greatly, duplication of services (3,000 autonomous institutions 
in 1928) abounded (Rivett, 1998). There were those who argued for an 
insurance related health system and those in favor of a national hospital 
services.
The Ministry of Health was established in the early twentieth century (1919) 
bringing together the medical, public, local and charitable health service 
functions for England and Wales. The Ministry’s responsibilities included 
management of the Poor Laws, health of mothers, treatment of school 
children, limited health insurance, environmental health factors and 
preventative and curative medicine. The post World War II era was marked by 
housing crises, rationing of food and materials, proliferation of new towns, 
rural urban postcode lotteries. Duplications and service deficiencies exposed 
during the Second World War further crystallised plans to develop a 
consolidated and rational health care system.
In response to the Beveridge Report (Social Insurance and Allied Services), 
1942, plans were evolved by both major political parties and it was the New 
Labour version spearheaded by Aneurin Bevin which was adopted. The 
National Health Service Act of 1946 prompted the birth of the National Health 
Service on the 5 July 1948.
The Ministry's role as regulator evolved into that of manager with a portfolio to 
integrate and organise services to provided healthcare for the whole 
population. All treatments became universally available at no cost at the point 
of provision; central funding via taxation from a weekly national insurance
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contribution was introduced. All hospital doctors, nurses and ancillary health 
professionals became salaried employees of the State. By contrast the 
community-based staff, such as District Nursing, Midwifery, Ambulance and 
School Health Services remained the responsibility of the Local Councils 
under the supervision of the local Medical Officer of Health. The NHS existed 
as 14 regional hospital boards and brought together hospital, family doctors 
as gate keepers, dentists, pharmacists and local health authority services 
(Rivett, 1998).
The NHS brought great improvement to the lives of those who previously had 
not been able to afford medical care but the question quickly arose... could 
the nation afford the NHS? It became increasingly difficult to reconcile 
unlimited demand and a supply which, although free, was inevitably limited.
3. Response to Rising Demand and Expectations 
3.1.1948-1969
The Ministry of Health became the Department of Health (DOH) and Social 
Security in 1968 whose aim it is to improve the health and wellbeing of the 
people of England by setting national standards, shaping the direction of the 
NHS and social care services, and promoting healthier living. Health and 
social care services are delivered through the NHS, local authorities, arm’s 
length bodies and other public and private sector organisation.
The DOH is accountable to the public and the government for the overall 
performance of the NHS, personal social services and the work, of the 
Department itself. The Department has four key objectives; to reduce the 
incidence of avoidable illness, disease and injury; to treat people with illness, 
disease or injury quickly; and to enable people to live full and normal lives 
and to support the social development of children within their family settings
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The early years of the NHS revealed escalating staffing costs, accelerating 
costly medical and technical developments and increasing complexity in 
terms of management and control within the fast developing monolithic that 
is the NHS today. In the late 1960s The Salmon Report proposed 
development of nursing and management structures, the Cogwheel Report 
(1967) provided the impetus for hospital activity analysis and clinician 
involvement in management. The Porritt Report (1962) called for unification of 
the hospital, GP and local authority services. Enoch Powell's Hospital Plan 
set out development plans for the building of District General hospitals.
3.2 .1970-1989
Globally, the oil crisis of 1974, the seven-day war and an inflation rate of 26% 
heralded an era of growing acknowledgement of finite resources and the 
need to curtail finacial spending on the NHS (Ferlie & McKee, 1988) . The 
NHS was a victim of its own success the more capacity was created the more 
demand out stripped it. Management was required to work harder to improve 
efficiency and set priorities. In 1982 a major restructuring occurred and the 
Griffiths report (1983 encouraged clinicians to become more involved in 
management. Performance indicators were introduced.
Despite these measures by 1987 health authorities across the country were 
in debt as they are today some eighteen years later. Waiting lists were 
growing, staff and patients were dissatisfied.
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3 .3 .1 9 9 0 -1 9 9 9
The concept of internal market was introduced by the Conservative 
government with the NHS and Community Care Act (1990), Health Authorities 
began to purchase care from hospitals. Between 1991 and 1995 all health 
service providers became “Trusts”. When the Labour government returned to 
power they introduced ‘the third way’ for managing services based on 
partnership, heavily performance driven and an emphasis on collaboration 
as opposed to competition.
It became increasingly evident that the NHS had been under-funded for years 
and new money was allocated into services to increase capacity and increase 
private / public partnerships. There appears to have been little weight given to 
the fact that health services lacked the corporate governance rigor, the 
financial control imperative that commercial for-profit or charitable 
organisation worked rigidly to. There appears to have been little attention 
directed towards the simple question “what is the core business of an acute 
district general hospital, a community service?” Acute hospitals are choked by 
long term care patients, basic business practice such as first in first out, just in 
time management of supplies non existent, technology levels stuck in the 
1960s
The stage was set to satisfy the burgeoning demand but at what cost? Free 
national health services became subject to infinite demand. These are the 
very services now amalgamating and downsizing and attempting to manage 
unprecedented demand for healthcare services at ever increasing cost and 
with less than optimal customer satisfaction.
The White paper The New NHS: Modern and Dependable (1997) set out the 
management and funding mechanisms for achieving the health strategy and 
driving quality standards into all elements of the NHS to release resources to
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further improve quality and efficiency; A novel approach based on partnership 
and driven by performance. Our Healthier Nation (July 1999) -  The Green 
Paper set improving health and tackling health inequality at the forefront of 
the agenda for the NHS. Through out all the changes and successive 
governments the NHS has remained true to its original premise free at the 
point of use based on need, not ability to pay and funded on a universal tax 
base model.
Subsequent documents (NHS Plan (2000), Delivering the NHS Plan (2001) 
and The NHS Improvement Plan (2004) have further developed reforms 
aimed at producing an efficient, financially viable national service. The 
government simply cannot continue to throw good tax money after bad, the 
very survival of the highly politicised institution NHS is in jeopardy and the 
political ramifications of the demise of a national culture would be 
catastrophic for the government of the day.
4. The NHS of the 21st Century:
4.1. The NHS Plan: A Plan for Investment, A Plan for Reform (2000)
This plan, a 10-year process of reform, outlines sustained investment in 
funding for the NHS aimed at providing the public with a health service 
designed around the patient and fit for the 21st century. Specifically it aims to 
deliver more and better-paid staff, a flexible workforce with significant 
extended roles, and new contracts for general practitioners and hospital 
doctors, incentives for staff to improve services. It aims to reduce waiting 
times, provide high quality patient centered care delivered in improved 
hospitals and healthcare centers. It aims to empower patients. The plan 
includes national standards, regular independent inspection (Health Care 
Commission), decenralisation, cost effective evidence based guidelines
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(National Institute for Clinical Excellence), a Modernisation Agency to spread 
good practice, unification with the social services and increased autonomy for 
high performing Trusts. It introduces a concordat with private providers, 
reduction in cross economy inequities, improved comprehensive care of the 
elderly and meaningful high level patient involvement. Considerable 
investment is offered in return for reform.
The government claims a track record of success in achieving reform. 
Promised investment has occurred. There is evidence of sustained 
investment; from £33 billion in 1996/97 to £67.4 billion in 2004/05. Spending 
on buildings and equipment has increased from £1.1 billion to £3.4 billion. 
Capacity has been increased; there are more doctors, more nurses, more 
scientific, therapeutic and technical staff. There are more and better buildings, 
state-of-the-art equipment and more life-saving drugs. New pay contracts 
have been awarded to incentivise staff to become increasingly innovative and 
creative. Access to care has improved with decreased waiting times for 
ambulatory, emergency and elective care. National Service Frameworks are 
beginning to deliver more effective care to a range of diagnostic related 
groups. The Audit Commission inspections are beginning to stimulate change.
From 2001 there has been a ‘shifting of the balance of power' with capacity 
building, increased PCT responsibility, and a strong movement towards 
market force influence with Foundation Hospitals, payment by results, patient 
choice, independent treatment centers and practice based commissioning 
with stewardship and standardised accreditation and inspection.
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4.2. The NHS Improvement Plan Putting People at the Heart of Public 
Services (2004)
The NHS Improvement Plan 2004 -  2008 continues to make substantial 
investment to effect radically different ways or working into the NHS; shorter 
waiting times, reduced mortality from major chronic diseases via national 
service frameworks, further increases in staff capacity, escalation of 
introduction of independent diagnostic and treatment centers, modernising 
information technology, and investment in training for new roles for new ways 
of working. It delivers stronger incentives to ensure extra cash produces 
improved performance paving the way for Primary Care Trusts (PCTs) to 
purchase care from the most appropriate provider. It introduces payment by 
results, explicit patient choice, and further devolution of power from the center 
with PCTS eventually holding 75% of the increasing revenue budget.
Investment in the NHS is set to rise to £90 billion by the year 2007/8. In return 
for this investment the NHS will offer further improvement in access times, 
increased patient choice of provider including subsidised private sector care, 
and electronic prescribing. In every care setting high the independent 
Healthcare Commission will monitor standards of quality care, patient safety 
is paramount. People with complex long-term conditions will be supported 
locally by a new type of clinical specialist, to be known as community matrons 
who will focus on heart disease, stroke, and cancer; preventative services will 
target smoking, obesity and the other major causes of disease; inequalities in 
healthcare will be reduced. Local communities will have greater influence 
over how their local services are run. Primary Care Trusts will control over 
80% of the NHS budget and all Trusts will be eligible for Foundation Trust 
status. More staff will work flexibly in the NHS and receive incentives for 
providing healthcare that is efficient, responsive, of a high standard and 
respects people’s dignity. The general population will be better informed.
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By 2008, the NHS in England will be seen increasingly as a model that other 
countries can learn from. The founding principles underlying the NHS are 
given modern meaning and relevance in the context of people's increasing 
ambitions and expectations of their public services. An NHS offers everyone 
the same access and the power to choose from a wide range of high quality 
services, based on clinical need, and not ability to pay. The quality of clinical 
care is given the same weight as financial well being of healthcare 
organisations.
Yet despite all this political rhetoric all is not well with the finances, the estates, 
and the management of the NHS. One third of Trusts are not meeting 
financial targets (July 2005). Despite national survey data revealing patients 
increasingly positive about the quality of their care, complaints and clinical 
incidents, difficulties in reducing length of stay in A & E, and the number of 
Trusts below the level of “three stars” , the lack of confidence that significant 
numbers of Trusts do not have the capacity to progress towards ‘foundation 
status' is significant.
5. Accelerating Cost of the NHS
The early years of the NHS occurred in an era of accelerating scientific 
innovation with anesthetics, new drugs, antibiotics and radiology 
revolutionising medical practice and triggering the first steep rise in service 
costs (Rivett, 1998). As innovations in medical technology proliferated public 
expectations escalated, mothers came to hospitals for deliveries, and new 
surgical interventions at the forefront of medical science (hip replacements 
and cardiac valve replacements) became everyday practice. Costs rose to the 
extent that direct prescription charges were introduced within four years of the 
introduction of the free service and there was a limited amount of selective
272
provision of some services with strict eligibility criteria and even exciusion 
(Kanavos, 1999). Yet who dares utter the word rationing?
Financial problems were substantial and Bevan quickly realised expectations 
would always exceed capacity (Rivett, 1998). The NHS has on the one hand 
been subject to ever increasing demand to expand and match public taxpayer 
expectation and on the other faced financial restrictions set by successive 
governments in an attempt to contain costs. Tensions between supply and 
demand were exposed early in the history of NHS and began to mandate the 
attention of managers and politicians just as they do in the current NHS half a 
century later.
With the aging population and globalisation effects of mobile International 
workers (liberal policies on immigration and asylum) the ratio of dependency 
will erode the tax base that finances the NHS for years to come. 
Pharmaceutical expenditure as a proportion of total health expenditure 
continue to rise year on year (Kanavos, 1999). Maintaining current levels of 
spending as a proportion of gross domestic product (GDP) with a shrinking 
economically active population group mean inevitable Increase In contribution 
or curtailing services (Kanavos, 1999) Macroeconomics (welfare state, 
internationalisation of health), endogenous factors (health technology, health 
reform, aging population, and financial constraints are impacting the NHS to 
radically alter its structural and control.
6. Value for Money?
Has the quality of care improved; are the customers more or less satisfied? Is 
the government, the taxpayer getting value for money for the increased 
spending? Despite growth in spending there has not been a concomitant 
increase in quality and satisfaction despite obvious improvements In the
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technical delivery quality of treatments surgeries etc, no more ten days bed 
rest for a myocardial infarction (Ml), key hole surgery etc. The major world 
countries are experiencing inefficiency and waste, deaths from negligence, 
increased morbidity from medication errors. The average consumer in this 
age of mobile and ultra accessible knowledge demands a higher degree of 
service quality. The public sector lags behind the independent entrepreneurial 
sector, and has been slow to adopt information technology and use of 
Information to drive efficacy and growth, whereas financial organisations 
spend more than nine times as much per employee on IT than NHS.
The aspirations of the NHS plan and the model for reform are sound. Yet the 
realities reveal rampant spending despite efforts at cost containment, 
monolithic sole ownership continuing to stifle entrepreneurship, services yet 
to become orientated to providers rather than the consumers, the move to 
managed care and payment-by-results stalling, and basic core business 
processes (e.g. procurement and tendering) slow to evolve. Despite the 
pervasive externally deterministic impetus to fundamentally change the core 
business processes of the NHS the spur to change expected from competitive 
market inclusion of for-profit and other organisations as partners in provision 
of national healthcare services has yet to be realised. A gap exists between 
strategy and implementation.
It is relatively easy to lay out new strategy and policy, implementing these 
while doing a day job provides a constant and persistent challenge to all NHS 
staff and particularly senior managers. Often the flavour of the month target 
takes precedent over the whole-systems structured approach to change. 
Having correct policies is not sufficient, an organisational capacity to change 
is necessary (Ferlie and McKee, 1988).
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Appendix B NHS Context
1. Globalisation
2. Globalisation and Public Service Management
3. Globalisation and Healthcare Funding
4. Globalisation and the NHS
5. NHS as an Open System
6. The NHS Quality Agenda
6.1. Corporate Governance
6.2. Clinical Governance
6.3. Governance and the Learning.
7. NHS Corporate Structure
7.1. Trust Corporate Structure
7.2. Corporate Management Role
7.3. Executive Management Role
7.4. Operational Management Role
1. Globalisation
Across the world the nature of the nation-state is changing, driven by the 
contrasting pressures of globalisation and devolution. Moran and Wood (in 
Gummett, 1996) define globalisation as a process through which the authority 
and autonomy of the nation-state is challenged or supplanted by structures, 
processes or policy developments which cut across national boundaries. 
Globalisation involves profound worldwide shifts in economic, geographical 
and cultural phenomena with an ever increasing trend towards international 
commonality of economic and political affairs.
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Globalisation is a continuously evolving phenomenon which arose in the era 
of new imperialism (1870 -  1914) and the Industrial Revolution and 
Intensified after the Second World War. The phenomenal multiplication of the 
multinational corporations (global pseudo-cities) in the 19*^  century, 
escalating import of finance over production, and the increasing centrality of 
knowledge and technologies are credited with the dawn of globalisation in 
Western Europe, East Asia and North America (Spiegel, Labonte & Ostry, 
2004; Ash & Thrift, 1994). Globalisation leads to an unprecedented degree 
and intensity of human interaction across the world. It is marked by time 
compression as a result of advanced technology with instant transmission of 
cultural images promoting different customers with fresh needs.
Globalisation affects human societies in spatial, temporal and cognitive 
dimensions. The spatial dimension alters how physical distance and space is 
perceived, in terms of trade and travel. The temporal dimension alters the 
speed of transactions, capital flows instantly internationally, and knowledge is 
freely available on the globally available Internet. The cognitive dimension 
relates to the new currency of organisation and societies, exchange of 
knowledge and culture (Ferlie, 1999). Economic globalisation has incited 
major changes to post World War II social democracy. In the developed 
world there will be an increase in service and knowledge based industries 
(Lomax, 2004).
Academics and politicians agree changes to power of nation states, 
particularly In relation to economic deregulation lead to radical restructuring of 
economic and social policy and welfare provision (Deem, 2001).
Global money markets, concentration of worldwide social relations, 
international and regional rules affecting social, environmental and domestic 
policy are decreasing supremacy of state policy bureaucracies. Globally
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roughly 30% of all economic activity in the rich countries exists In essential 
public services that have a guaranteed monopoly. Global economic and 
social changes thus have led Western governments to question the funding, 
and management of public services.
2. Globalisation and Public Services Management
In questioning the funding and management of public services Western 
governments have turned to new political and economic approaches such as 
the Third Way and New Managerialism. The Third Way proposes an 
alternative to social democracy and neo-liberalism (Giddens 1998, 2000; 
Deem 2001) and a combination of democracy, public welfare services, private 
sector partnerships, customer orientation and modernisation of public 
institutions.
New Managerialism is heavily influenced by the language of the for-profit 
sector (Deem 2001). Public sector financial and management strategies 
require radical transformation along with profound cultural change and client 
orientation. Healthcare is Increasingly Internationalised, a tradable service 
across national and international borders which will inevitably breakdown the 
NHS monopoly (Kanavos, 1999). There Is ample evidence of privatisation of 
state owned assets, private finance initiatives, accelerated growth in the 
independent sector and a growth in managed care.
3. Globalisation and Healthcare Funding
Changes to macroeconomic policies and growth of global capitalist 
organisations have led to changing societal values and changes to economic, 
social, and environmental conditions that affect health service delivery. The
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1970's recession and concurrent oil crisis led to dramatic currency 
devaluations in interest rates, and re-modeling of World Bank and 
International Monetary Fund policy. Global political issues such as the 
September 11 Terrorist attack and Senior East instability further contributed 
to the profound devaluations of global currency and shares. Major accounting 
scandals such as the Baring Bank collapse 1995 and the Enron scandal 2002 
have had the effect of accelerating the corporate governance imperative in 
private and public business worldwide. Domestic austerity measures have 
resulted in the need to decrease or contain spending on health and the 
Introduction of cost recovery fees.
Cost-containment and equitable access to health services have been
longstanding concerns among health policymakers (Garr-Hill, 1994; Smith & 
Sheldon, 2000). The increase in government spending on healthcare per 
person is common to all western countries and Is commonly attributed to 
advancing medical technology, and increasing labour costs which consume 
60% of running costs. Some believe it is the governmental service
insensitivity to budget constraints and the medic’s dual role of as supplier and 
demand-on-behalf-of-patlents that has nullified the normal competetive 
market. Another common theme is the aging populations with their intensive 
consumption of healthcare services. The older the population the fewer tax 
payers there are. Add to this increased use of increasingly costly
pharmaceuticals and interventions and voracious consumers of care
unrestrained by cost or conscience and you have a prescription for disaster.
There Is no doubt healthcare consumes a major portion of a countries income 
and is variously funded by the western countries today. America publicly 
finances healthcare mainly for the poor and elderly, private insurance through 
employers is available to the majority. In Canada tax revenues fund free 
health care. In Europe several countries finance healthcare through 
compulsory contributions from employers and employees. In most of these
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countries healthcare eats up nearly a tenth of the GDP, the demand for 
healthcare is boundless and increasingly ageing populations are placing 
strain on all systems. The goal of policy makers in the developed world is for 
higher performing health systems, with measurable outcome standards, more 
competition, entrepreneurship, and comprehensive re-engineering
Private and public organisations have had to rein in spending and maximise 
efficiency at a time when public expectations of quality of goods and service; 
and organisational accountability and transparency are Increasing. It is 
universally recognised there are inefficiencies and wastage, poor investment 
in technology, poor management of chronic conditions and services reflecting 
the priorities of providers rather than customers. Reduction or curtailing of 
public spending leads to dramatic changes in service and forms, cultures and 
management practices (Pollit, 1998).
Publicly funded Institutions, like the NHS are now expected to embrace 
entrepreneurship, adapting to varying degrees private sector practices and 
values, with strong Implications for public sector financial and management 
strategies as well as the entrenched cultures. Public sector workers while 
adhering to their ethos of service must adopt the language of performance, 
market, choice, indicators and targets. Thus the New Managerialism 
encompasses the quest for efficiency, effectiveness, excellence and 
continuous improvement, with overt measurement of individuals and 
organisations.
4. Globalisation and the NHS
Radical change Is thus occurring in the health and public sectors of countries 
world wide, both in private and public organisations. Just as private business 
is accountable to share holders; public Institutions are accountable to the
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public for standards of care delivered (citizen-centric orientation) and value for 
the public pound. The NHS is a highly politicised public sector institution in 
the United Kingdom (UK); an institution which has remained largely under 
funded since the 1940s and uncontrolled escalation in demand and lack of 
business competition has led to the present dismal financial position. The 
NHS has not escaped these global influences. Radical and frequent changes 
to organisational structure function and roles are common.
The NHS Is a highly politicised institution intimately bonded with the very 
political heart of the UK. This has undoubtedly afforded the NHS protection 
from demise, but has probably also protracted the process of developing a 
modern financially viable, quality assured; value-for-tax £ as the failure of the 
NHS would be the terminal Illness diagnosis for any political party in
pow er the NHS must be kept alive at all costs. A like situation in the
independent sector would have moved into receivership long since.
The ambitious NHS Plan requires the NHS to embrace continuous and 
emergent organisational change In a complex environment of multiple 
stakeholders with conflicting objectives and considerable resource constraints. 
Orchestrating a change in NHS involves taking into consideration the 
changing global and national environment, multiple stakeholders within and 
external to the NHS, changing technologies, and complex interdependent 
groups.
The NHS Plan requires redesign of work with the patient at the center. 
Despite the long history of dynamic systems thinking the NHS and other 
organisations today can be classified as functional and hierarchical, with 
divisions and departments isolated and poorly coordinated with limited lateral 
communication. Work is fragmented and orientated around professions and 
artificial divisions of labor rather than patient flow processes isolated. 
Managers struggle to achieve whole system goals In such isolation units.
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Thinking in terms of management processes is now advocated with a move to 
organising work around the patient, organising work around patient process 
flows (pathways). Processes are thus Important to this research.
5. NHS as an Open System
Organisations operate in a macro environment made up of all global 
Influences which can potentially Influence strategic decision-making 
(Bateman & Snell, 1999). The NHS as an open system Is subject to these 
global, national and local influences. For the NHS these effects include 
globalisation, international and national law, human and civil rights, 
International and national regulatory bodies (WHO, EEC and professional 
bodies), global and national economies, and prevailing social norms, 
demographics with an increasingly mobile international workforce and 
customer base, and continuous technology development.
Systems thinking originated in the 1920’s as a reaction to perceived 
inadequacies of the scientific view espoused by Popper (1972) and others 
{reduction, repeatabiiity, and refutation). The scientific view was deemed 
inadequate to the task of explaining complex wholes such as organisations. 
In the 1980s systems thinking became integrated into the fields of 
organisational behavior, strategic management and organisational 
psychology.
As an approach to organisational development, systems thinking views 
processes not as chains of linear cause-and-effect relationships, but rather 
complex networks of Interrelationships (Senge, 1990). The essence of 
systems thinking lies in seeing the interrelationships (dynamic complexity). A 
system is made up of Interrelated and interdependent parts, energy from the 
internal or external environment impacts the equilibrium, and most importantly
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players within a system have a unique view of the system’s function and 
purpose. Human activity systems are understood differently by the various 
actors involved, they attribute meaning to what they perceive, their views are 
often multiple and divergent, organisations are collections of individuals, 
individual behavior aggregates to organisational behavior.
6. The NHS Quality Agenda
The National Health Service was established in 1948 with no specific quality 
agenda in mind. However; It would be unfair to suggest that no governance 
existed prior to the White paper ‘The new NHS: modern and dependable' of 
1997. It was assumed that quality would be inherent in the infrastructure and 
professional training (Donaldson & Gray, 1998) and elements of clinical 
governance such as audit and professional self-regulation were In operation 
for a number of years.
During the first twenty years NHS reform measures were largely aimed at 
structural rearrangement of the multitude of components of the organisation, 
more hospitals and more equipment, more training distributed fairly around 
the country. Cost containment had become a major problem in the demand- 
led service. In the 1980s and early 1990s, a number of significant NHS 
service professional practice failures threatened to undermine public 
confidence in the NHS. The failures were notably cervical smear quality 
failures at Kent and Canterbury, missed bone tumor diagnoses at Birmingham 
and tragic events at the Bristol Royal Infirmary, These events provoked 
acceleration of the quality and performance drive in healthcare in the UK. 
Public and private sector organisations operate in complex legislative, 
political and local and International contexts. Topical debates on corporate 
social responsibility and corporate manslaughter have focused organisational 
and strategic leaders on governance.
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The healthcare sector lagged behind the commercial and industrial sectors 
where quality initiatives were well underway in during the 1970s to effect 
efficiencies to structures, processes and outcomes (Donabedian, Wheeler & 
Wyszewlanski, 1982; Mannion, Huw & Marshall, 2003). The earliest forays 
into quality initiatives included the use performance measurement (targets) by 
healthcare managers related to financial and workload issues from 1982 on.
Early quality improvement projects included Total Quality Management 
applied in a pilot project by the DOH in early 1990’s, however independent 
evaluation, did not substantiate demonstrable change and concluded that the 
major organisational instability at the time, lack of clinician involvement and 
lack of training in quality methods was responsible. In the mid 1990s the 
Leister Royal Infirmary undertook a major business process redesign project. 
McNulty and Ferlie (2002) carried out an independent review of these results 
and concluded there was evidence of quantitative change although it did not 
match the ambitious aims of the project.
The MHS is expected to transform its core business to incorporate 
entrepreneurial spirit, patient safety, financial control, business process 
efficiency, control over use of resources (human and other), openness and 
probity, personal accountability (clinically and financially). The introduction of 
performance targets and clinical governance (including MSP, NICE, HOC) 
equates to a major and radical organisational culture transformation (Davies, 
Nutley & Mannion, 2000). Mannion et al., (2003) found overwhelming 
evidence that culture change is a crucial element in all NHS reform efforts.
The common threads in all NHS policy documents directing reform are 
corporate and clinical governance, performance management which together 
constitute the radical NHS organisational culture change required and form
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the basis of NHS strategic management and the day-to-day business of the 
NHS managers at all levels.
6.1. Corporate Governance
The past decade has seen unprecedented reform of healthcare systems and 
most systems in the developed world combine features of managed care and 
managed competition; and an explosion of performance indicators. There is a 
move away from process performance indicators to outcome indicators and 
towards increasing use of performance indicators In line with other developed 
nations. The UK lags behind the USA here. A growing consensus insisted 
the NHS use available resources optimally to deliver evidence based care to 
improve outcomes and consistency (Nicholls, et al., 2000).
Organisations with good corporate governance have the capacity to maintain 
high quality services, deliver service improvements and increase public 
confidence. This implies that as public sector organisations the level of 
corporate governance was not at a sufficient standard already required of 
private sector businesses. Poor corporate governance contributes to serious 
service and financial failures, and loss of trust that is damaging for 
governments aiming to modernise their public sectors. This is exactly the 
position the NHS finds it self in with large portions of the multinational failing 
year on year financially. Public sector bodies are now required to produce 
hard systems and processes while ensuring ‘softer’ openness and integrity to 
inform their decision-making (Audit Commission, 2004).
In the UK the term Corporate Governance was first defined in the Cadbury 
Committee Report of 1992 and aimed at redressing failed standards in the 
business world but later extended to the public sector (Donaldson and Scally. 
1998). Several subsequent DOH reports contributed to the development of
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corporate governance principles for public and private businesses. The 
Organisation for Economic Development (OCED) in 2000 builds on the 
Cadbury definition (the system by which an is directed and controlled) and 
states that corporate governance specifies the distribution of rights and 
responsibilities among different participants in the corporation e.g. board, 
managers, shareholders and spells out rules and procedures for making 
corporate decisions. It provides a structure for performance managing 
progress on corporate objectives and ensures public value for money while 
upholding public service values, it embodies the principles of good 
governance, integrity, openness and accountability.
Good corporate governance Incorporates elements internal and external to 
the organisational environment in the context of national and regional policies 
plans and priorities, service and business planning and resource allocation, 
service and performance reviews, setting of performance targets, and 
monitoring progress. The NHS executive has made explicit their requirements 
of Trusts to fulfill a series of controls assurance elements (Nicholls, Cullen, 
O’Neill and Halligan, 2000) and to continually improve clinical governance 
standards.
6.2. Clinical Governance
Concern for the quality and efficacy of health care in the UK led to policies 
aimed at modernising the deeply entrenched historical “NHS organisational 
culture” evident in the predominant values and behavior patterns.
The new Labor government, elected in 1997, made quality and performance 
improvement the critical reform issue in the NHS. The White paper ‘The new 
NHS: modern and dependable’ {1997), marked the introduction of “top-down” 
strategies intended to secure better quality for the £34 billion spent annually
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on health services. The policy calls for reform and management of 
organisational culture alongside structural reform, increased financial 
accountability and clinical reform aimed at improving user and provider 
confidence in NHS services. The strategy also includes clinical efficiencies 
(clinical governance), life-long learning and professional self regulation 
together with fiscal and economic reform (corporate governance).
Clinical Governance represents a very significant statutory duty for NHS 
organisations to develop systems and processes necessary to effect 
continuous quality improvement and manage risk not only in finance and 
workload but in the clinical arena too (Nicholls, et al., 2000). Clinical 
governance is the main vehicle for continuously improving the quality of care 
and requires -wide transformation, clinical leadership and a positive 
organisational culture (Donaldson and Scally, 1998). Sir Liam Donaldson 
spearheaded introduction of the concept of Clinical Governance and 
proposed a 10-year rolling program to saturate the NHS with the continuous 
quality improvement philosophy.
"Clinical governance is a framework through which NHS organisations are 
accountable for continually improving the quality of their services and 
safeguarding high standards of care by creating and environment in which 
excellence in clinical care will flourish”(Donaldson & Scally, 1998). Clinical 
Governance requires an organisation wide transformation; a widespread 
adoption of continuous quality improvement principles and methods 
previously adopted in the industrial sector (Berwick, 1989; Scally, & 
Donaldson, 1998). It involves an organisation wide approach to quality with 
an emphasis on avoiding adverse outcomes and simplifying and improving 
processes of care. Leadership, teamwork, consumer focus and good 
information are essential.
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6.3. Governance and the Learning Organisation.
NHS organisations could be forgiven for failing to comprehend and embed all 
the various strands of clinical and corporate governance. The new ‘annual 
health check’ developed by the Health Care Commission is an attempt to 
integrate all the threads of governance and performance management into a 
single evaluation process. There is a concerted drive to integrate all facets of 
Governance.
Governance appears to share basic tenets with the concept of a Learning 
Organisation (risk avoidance, performance management, staff development 
and education, audit and the quality imperative). A Learning is one in which 
individual or isolated team learning happening reactively is taken a leap 
forward to where there is collective proactive learning which facilitates 
organisational change and evolution to produce a viable rapidly adaptable 
ever ready to meet the environmental challenges. The key components of 
Clinical Governance are its emphasis on quality and continuous quality 
improvement that requires integration and retention of learning. The goal is 
best achieved through a learning organisation concerned less with individuals 
than with collective learning. (Wilkinson, Rushmer, & Davies, 2004)
The potential for the NHS to develop as a learning organisation is embedded 
in the Government Report ‘An organisation with a memory’ (2000). A learning 
organisation has a greater capacity to be flexible and adapt to the rapid and 
constant change expected of the Modern NHS. Nutley (Davies et al., 2000) 
believes there is scope for the NHS to adopt the principles of the learning 
organisation to realise the continuous quality improvement goals demanded 
by the governance agenda. A learning organisation develops processes and 
structures to facilitate this. The learning organisation is characterised by 
continuous emergent change driven by single-loop, double-loop and 
deuteron-learning processes. Achievement of a learning is dependent on five
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disciplines (Senge 1990) personal mastery, mental models, building shared 
vision, team learning and systems thinking (fifth discipline) which integrates 
the previous elements.
7. NHS Corporate Structure
Currently the Government allocates funds to the NHS via taxation and the 
secretary of State apportions the funds and is accountable to Parliament for 
the overall performance of the NHS in England. The Department of Health 
(DOH) provides the strategic direction, resources and national standards to 
run and continuously improve the NHS, public health and social care services.
Arms Length DOH sponsored Bodies (Modernisation Agency, Clinical 
Governance Support Unit) undertake executive work and Strategic Health 
Authorities exist to manage the NHS at a local level and integrate priorities 
nationally. They monitor the performance of Primary Care Trusts (PCT) 
whose job is to secure, and improve primary and community health services 
locally and distribute substantial portions of the NHS budget to fund services 
including commissioning secondary care. NHS Trusts employ the majority of 
the NHS workforce and obtain income via service level agreements with local 
PCT organisations on a payment-by-results basis. They are obliged to deliver 
national priorities and answer to SHA’s.
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7.1. Trust Corporate Structure
Each Trust is led by a Trust Board. An Executive Management Board is 
accountable to the Trust Board for achieving the Trust’s activity, service 
delivery and financial management performance targets and plays a 
significant role in developing the long-term strategic direction of the Trust. 
Executive Directors thus are responsible for the general management and 
operation of the Trust. The Medical Director and Executive Nurse are the 
professional leads for medical and nursing staff within the Trust responsible 
for providing professional advice to the Trust Board. Structurally the Trust is 
organised in a number of clinical and support directorates.
7.2. Corporate Management Role
The central corporate functions (Finance, Information, Human Resources, 
Corporate Planning, Operations Management, Clinical Governance and Audit) 
are responsible for providing strategic advice to the Trust Board and 
Executive Board and operational support and services to the clinical
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directorates. A Clinical Support Directorate might include the divisions of 
Pathology, Imaging and Pharmacy and possibly Estates and Facilities.
Each Clinical and non-clinical directorate develops a structure and plan 
designed to provide clarity of goals, professional leadership and management 
of risk, governance and workforce issues. Divisional General Managers, 
Divisional Senior Nurse and Clinical Director report directly to an executive 
director and as such constitute the senior management group.
7.3. Executive Management Role
The executive management structure exists to ensure: long term planning of 
the future strategic direction including involvement of Clinical and Directorate 
staff; existence of a clear framework for managing matters of clinical and 
corporate governance and risk; greater autonomy is devolved to clinical 
directorates to develop patient centered services; and integration of acute 
and community services to better reflect patient care pathways and effect 
improvement in whole health economy efficacy. Executive and Board level 
managers are frequently referred to in the literature as ‘top’ or ‘executive’ 
managers
Most management literature focuses on executive management and its 
decision-making at the core of the strategy process (Nonaka & Takeuchi, 
1995; Pappas et al., 2004). It is relatively easy to conceptualise executive 
management as responsible for determining the overall direction a firm will 
pursue and first line management as directly responsible for the 
manufacturing of a firm's goods or services. Executive management have 
traditionally three core responsibilities: structural architect, chief strategist and 
architect of the communication and information system. They have
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responsibility for designing formal governance mecfianisms but sfiare with 
senior managers the responsibility to enact the organisational practices that 
shape governance processes within (Nonaka & Takeuchi, 1995).
Executives have responsibility for designing formal governance mechanisms 
but they share with middle managers the responsibility of enacting 
organisational practices that shape governance processes within. They 
declare the strategic objectives but middle managers rally the care-face staff 
and keep them all focused on the same objectives by translating corporate 
objectives into specifics that front line staff can readily embrace; they 
translate lofty acronyms (such as Clinical and Corporate governance) to 
specific actions (Katzenbach, 1997; Janczak, 2000). While it is relatively 
straightforward to understand the role of top and frontline managers’ in 
knowledge integration and organisational learning, it is more difficult to 
conceptualise the senior management role (Nonaka & Takeuchi, 1995). 
Caldwell (2003) concluded that in theory executive level change leaders 
envision, and sponsor strategic change while middle level change managers 
carry the vision forward, translate the agenda to action and build support.
Thus defining the role of the executive management is reasonably clear. 
Unfortunately, it is not so evident how to conceptualise the senior 
management role. Devising policy and strategy is relatively simple; for senior 
NHS managers, operationalsing policy and strategy provide the greatest 
challenge.
7.4. Operational Management Role
An Operational Management Group is responsible for co-coordinating the 
work of the Trust's directorates and ensuring individual directorate’s plans 
and strategies are aligned with the Trust's overall objectives and patient-care
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pathways. This group is led by a Director of Operations and includes 
Directorate General Managers, representatives from the corporate 
directorates and possibly directorate clinical representation. According to 
Bartlett and Ghoshal (1995) directorates, with vertical communication 
channels and insulated business units negate development of patient 
pathways and create ‘division’. The whole organisation becomes less than 
the sum of its parts and less able to innovate and adapt.
Service Directorates are accountable, through the Operational Management 
Group, to the Director of Operations and are led by a Clinical Director (CD) 
and a Directorate General Manager (DGM) and possibly a Divisional Senior 
Nurse (DSN). Service Directorates lead the delivery and development of 
services within a defined area often aligned to certain patient pathways. The 
Clinical Director and nurse are responsible for representing the clinical 
perspective; the General Manager is accountable for performance with 
respect to activity and financial targets.
There are disadvantages to the structure of these directorates within these 
very large NHS Trusts, namely the ‘silo’ mentality which develops and inhibits 
a ‘whole systems’ strategic plan for radical organisational reform and the 
separate and competing financial entities they become. The result can be 
universal appropriation of funds despite very individual needs, inequities in 
rationing of staff recruiting allowances that can lead to ‘post-code’ lotteries in 
hours-of-patient care available within one organisation. There is still a 
distance to go in developing a new structure for the mammoth NHS 
organisation intimately imbued with a unified mission and corporate strategy. 
In the researcher’s experience core business has yet to be identified by the 
executive to direct the directorates to a unified organisational strategy for 
survival, growth and mass culture change.
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Senior managers in the NHS include directorate general managers, clinical 
directors, and directorate senior nurses in Clinical Service, Corporate and 
Clinical Support Directorates. The group is inclusive of medical, nursing and 
aliied health professionals; finance managers, general managers and facility 
managers. They in turn manage other managers or senior professionals.
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Appendix C Interview Protocol
1. The topic is decided. ‘Contextual factors which optimise efficacy of the senior 
manager role in large NHS”.
2. A set of elements is selected representing past, present and an ideal 
experience of strategic management teams. Elements form the vertical 
factors of the grid.
3. A table of possible triadic selections is developed. The same triads are 
presented to each respondent.
4. The definitions of ‘contextual conditions’; ‘role’; ‘strategic management team’ 
are placed on index cards and made available for ready reference during the 
interviews.
5. Respondents are asked to think of an experience that matches each of the 
elements and note a personal identifier (e.g. or leader initials) in the first row 
of the grid.
6. Researcher and participant engage. Various combinations of elements (10 - 
15 triadic combinations) are presented to the participant who is asked to 
characterise how two of the elements are similar in respect of the contextual 
factors which contribute to their role efficacy and different from a third. These 
‘constructs’ in the words of the respondent are entered on to the grid on the 
horizontal axis.
7. The participant identifies which of each of the opposing constructs is the pole 
which positively contributes to optimal role performance for the senior 
manager.
8. The researcher then engages the participant in rating the elements (past 
experience) from the vertical axis against each of their 'constructs' (horizontal 
axis) deciding on a scale of 1 - 7 .  The positive pole defines the ‘T end of 7 
point scale. ‘Rate each of the 7 elements on this scale with a number 
between 1 and 7 to say which end of the scale they are nearest to’
9 Steps 1 -  6 are repeated until all 15 triads have been presented or when the 
respondent can no longer elicit any new constructs
10 The elements are covered and respondent asked to rate each of their 
identified positive (emergent) constructs according to the importance they 
personally attach to each in relation to contributing to their optimal role 
functioning. Lastly respondents rate their perception of the importance their
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organisation attaches to each. This will indicate perceived gaps between 
what senior managers and the organisation rate as important to optimal 
senior manager role function. This step is a deviation from the traditional 
procedure, one successfully employed by Cassell et al., (2000).
11 The completed grid is then subjected to intensive descriptive analysis and 
finally statistical analysis using RepGrid IV.
12 .A feedback and validation interview is offered to provide validation to the 
results obtained from the computer analysis of individual participants. This 
step is particularly valuable in providing a balance for the statistical 
complexity of statistical analysis with achieving “a sense/ verschten” of senior 
managers construction of their realty. It provides a counter balance for the 
qualitative focus on language and ensures use of the grid is grounded in 
Kelly’s POP as a “conversational technology" (Gammack & Stevens (1994 
p.76).
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Appendix D Data for 28Y
1. Repertory Grid Statistics
2. Raw Repertory Grid
3. Focus (Cluster Analysis) Grid
4. Principle Component Grid
1. Repertory Grid Statistics
2 Constructs (constructs)
Construct
Absence of prehistory/clean sheet/less bagg age-C om bin ed  two team s
task focus/clarity of roles -lack team  focus/wasted time on team  dynamics 
Centralised control/attention to detail w hat-how -D evo lving  of authority with
Risk takers/strong leadership-Paralysing/risk averse  
Open culture/leaders led -Bureaucracy/adm inistered not m anaged  
Regard professional accountability as a b lock-A lign professional & organisational
Clarity of objectives/sense change necessary- Com placent to need for change  
'Can do attitude '-Fa ilure  to take responsibility/blind to impending disaster 
Controlling/m icrom anaging-Strategic steer/set context/offer freedom  with
Statistics for 28Y  
7 Elem ents (elem ents) 1
Construct Statistics 
Range, f^in M ax M ean S.D.
1: 1 7 1 6 3.0 1.5
unsuccessfully 
2: 1 7 1 7 2.7 1.9
3: 1 7 3 7 5.1 1.6
accountability 
4: 1 7 1 7 3.3 1.8
5: 1 7 1 6 3.4 2 .3
6: 1 7 2 7 4.7 1.5
objectives 
7; 1 7 1 5 2.3 1.3
8: 1 7 1 6 2.7 1.7
9; 1 7 2 7 4.7 2.1
responsibility 
10: 1 7 1 6 2.4 1.6
11: 1 7  1 7 3.0 2.2
personalities 
12: 1 7 1 6 3.3 2.1
Construct Correlations
Strong leadership objective organisational focus-P ersonality  driven
1 2 3 4 5 6 7 8 9 10 11 12
1 * 1.00 0.94 -0 .86 0 .98 0.75 -0 .95 0 .96 0 .96 -0 .85 0.95 0 .90 0.80
2 * 0.94 1.00 -0 .72 0.92 0 .56 -0 .84 0 .9 7 0.92 -0 .69 0.98 0.82 0.66
3 * -0 .86 -0 .72 1.00 -0 .87 -0 .94 0 .84 -0 .84 -0 .93 1.00 -0 .79 -0.91 -0 .96
4 * 0 .9 8 0.92 -0 .87 1.00 0.80 -0 .97 0.94 0.96 -0 .86 0.94 0.96 0 .86
5 ‘ 0.75 0.56 -0 .94 0.80 1.00 -0 .82 0.70 0.83 -0 .96 0.66 0.89 0.96
6 * -0 .95 -0.84 0.84 -0 .97 -0 .82 1.00 -0 .86 -0 .90 0.84 -0.86 -0 .92 -0 .84
7 * 0.96 0.97 -0 .84 0.94 0.70 -0 .86 1.00 0 .9 8 -0.81 0.99 0 .86 0.76
8 * 0.96 0.92 -0 .93 0.96 0.83 -0 .90 0 .98 1.00 -0.91 0.96 0 .93 0.87
9 * -0 .85 -0.69 1.00 -0 .86 -0 .96 0 .84 -0.81 -0.91 1.00 -0 .77 -0 .92 -0 .97
10 * 0.95 0.98 -0 .79 0.94 0.66 -0 .86 0 .9 9 0.96 -0 .77 1.00 0.86 0.73
11 * 0.90 0.82 -0.91 0.96 0.89 -0 .92 0.86 0.93 -0 .92 0.86 1.00 0.95
12 * 0.80 0.66 -0 .96 0.86 0.96 -0 .84 0.76 0.87 -0 .97 0 73 0 .95 1.00
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5. Match Data for 28Y
Element Matches (at least 80%)
93.1%
1 SMTE which Invariably / consistently FOCCfRE
4 Ideal SMTE which never failed to FOCCfRE 
91.7%
6 SMTE which frequently / regularly FOCCfRE
7 SMTE which usually /as a rule FOCCfRE 
88.9%
1 SMTE which invariably / consistently FOCCfRE 
6 SMTE which frequently / regularly FOCCfRE
87.5%
2 SMTE which occasionally / seldom FOCCfRE
5 SMTE which was inconsistent / erratic in FOCCfRE 
84.7%
4 Ideal SMTE which never failed to FOCCfRE
6 SMTE which frequently / regularly FOCCfRE 
83.3%
1 SMTE which invariably / consistently FOCCfRE
7 SMTE which usually /as a rule FOCCfRE
Construct matches (at least 80%)
97.6%
7 Clarity of objectives/sense change necessary-Focus on non-achievers/complacent to financial 
imperative
10 Receptive to change/not complacent-Complacent/organisational treacle frustrated change efforts 
95.2%
2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics 
10 Receptive to change/not complacent-Complacent/organisational treacle frustrated change efforts 
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully
4 Risk takers/strong leadership-Paralysing/rlsk averse/stick to party line
4 Risk takers/strong leadership-Paralysing/risk averse/stick to party line
6* Align profession organisational & organisational objectives-Regard professional accountability as a 
block
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully 
6* Align professional & organisational objectives-Regard professional accountability as a block
8 'Can do attitude'-Failure to take responsibility/blind to impending disaster
10 Receptive to change/not complacent-Complacent/organisational treacle frustrated change efforts
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully
8 'Can do attitude'-Failure to take responsibility/blind to Impending disaster
9 Controlling/micromanaging-Strategic steer/set context/minimal interference
12* Personality driven/sub]ective/-Strong leadership/ focus on corporate objective not personalities 
92.9%
5 Strong leadership motivated followers-Bureaucracy/little ownership/administered not managed 
9* Strategic steer/set context/minimal interference-Controlling/micromanaging
3 Centralised control/attention to detail what-how-Devolving of control with accountability
12* Personality driven/subjective/-Strong leadership/focus on corporate objective not personalities 
3 Centralised control/attention to detail what-how-Devolving of control with accountability 
9 Controlling/micromanaging-Strategic steer/set context/minimal interference 
3 Centralised control/attention to detail what-how-Devolving of control with accountability 
8* Failure to take responsibility/blind to impending disaster-'Can do attitude'
5 Strong leadership motivated followers-Bureaucracy/little ownership/administered not managed 
12 Strong leadership/ focus on corporate objective not personalities-Personality driven/subjective/
7 Clarity of objectives/sense change necessary-Focus on non-achievers/complacent to financial imperative
8 'Can do attitude'-Failure to take responsibility/blind to impending disaster
2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics
7 Clarity of objectives/sense change necessary-Focus on non-achievers/complacent to financial imperative
300
9 0 .5 %
2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics 
8 ’Can do attitude'-Failure to take responsibility/blind to impending disaster 
6 Regard professional accountability as a block-Align professional & organisational objectives 
8* Failure to take responsibility/blind to impending disaster-'Can do attitude'
8 'Can do attitude’-Failure to take responsibility/blind to impending disaster 
9* Strategic steer/set context/minimal interference-Controlling/micromanaging
11 Clarity of objectives/Open culture/new ways encouraged-Closed culture/ status quo maintained/no challenge 
permitted
12 Strong leadership/ focus on corporate objective not personalities-Personality driven/subjective/
2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics 
4 Risk takers/strong leadership-Paralysing/risk averse/stick to party line
8 'Can do attitude'-Failure to take responsibility/blind to impending disaster 
12 Strong leadership/ focus on corporate objective not personalities-Personality driven/subjective/
4 Risk takers/strong leadership-Paralysing/risk averse/stick to party line
11 Clarity of objectives/Open culture/new ways encouraged-Closed culture/ status quo malntained/no challenge 
permitted
4 Risk takers/strong leadership-Paralysing/risk averse/stick to party line
8 'Can do attitude'-Failure to take responsibility/blind to impending disaster
3 Centralised control/attention to detail what-how-Devolving of control with accountability
7* Focus on non-achievers/complacent to financial imperative-Clarity of objectives/sense change necessary
9 Controlling/micromanaging-Strategic steer/set context/minimal interference
11* Closed culture/ status quo malntained/no challenge permitted-Clarity of objectives/Open culture/new ways 
encouraged
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully
2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics
8 'Can do attitude'-Failure to take responsibility/blind to impending disaster
11 Clarity of objectives/Open culture/new ways encouraged-Closed culture/ status quo maintained/no challenge 
permitted
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully
10 Receptive to change/not complacent-Complacent/organisational treacle frustrated change efforts 
88.1%
3 Centralised control/attention to detail what-how-Devolving of control with accountability
11* Closed culture/ status quo malntained/no challenge permitted-Clarity of objectives/Open culture/new ways 
encouraged
3 Centralised control/attention to detail what-how-Devolving of control with accountability
4* Paralysing/risk averse/stick to party line-Risk takers/strong leadership
3 Centralised control/attention to detail what-how-Devolving of control with accountability
10* Complacent/organisational treacle frustrated change efforts-Receptive to change/not complacent
3 Centralised control/attention to detail what-how-Devolving of control with accountability
6 Regard professional accountability as a block-Align professional & organisational objectives
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully
7 Clarity of objectives/sense change necessary-Focus on non-achievers/complacent to financial imperative 
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully
3* Devolving of control with accountability-Centralised control/attention to detail what-how 
85.7%
4 Risk takers/strong leadership-Paralysing/risk averse/stick to party line
10 Receptive to change/not complacent-Complacent/organisational treacle frustrated change efforts
3 Centralised control/attention to detail what-how-Devolving of control with accountability
5* Bureaucracy/little ownership/administered not managed-Strong leadership motivated followers
4 Risk takers/strong leadership-Paralysing/risk averse/stick to party line
12 Strong leadership/focus on corporate objective not personalities-Personality driven/subjective/
10 Receptive to change/not complacent-Complacent/organisational treacle frustrated change efforts 
12 Strong leadership/ focus on corporate objective not personalities-Personality driven/subjective/
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully
11 Clarity of objectives/Open culture/new ways encouraged-Closed culture/ status quo maintained/no challenge 
permitted
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully 
9* Strategic steer/set context/minimal interference-Controlling/micromanaging
9 Controlling/micromanaging-Strategic steer/set context/minimal interference
10* Complacent/organisational treacle frustrated change efforts-Receptive to change/not complacent
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2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics
11 Clarity of objectives/Open culture/new ways encouraged-Closed culture/ status quo maintalned/no challenge
permitted
2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics 
6* Align professional & organisational objectives-Regard professional accountability as a block
10 Receptive to change/not complacent-Complacent/organisational treacle frustrated change efforts
11 Clarity of objectives/Open culture/new ways encouraged-Closed culture/ status quo maintained/no challenge 
permitted
6 Regard professional accountability as a block-Align professional & organisational objectives
9 Controlling/micromanaging-Strategic steer/set context/minimal interference
6 Regard professional accountability as a block-Align professional & organisational objectives
10* Complacent/organisational treacle frustrated change efforts-Receptive to change/not complacent
6 Regard professional accountability as a block-Align professional & organisational objectives
11* Closed culture/ status quo maintalned/no challenge permitted-Clarity of objectives/Open culture/new ways
encouraged
6 Regard professional accountability as a block-Align professional & organisational objectives
12* Personality driven/subjective/-Strong leadership/focus on corporate objective not personalities
4 Risk takers/strong leadership-Paralysing/risk averse/stick to party line
9* Strategic steer/set context/minimal interference-Controlling/mlcromanaging
I One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully
12 Strong leadership/ focus on corporate objective not personalities-Personality driven/subjective/
83.3%
7 Clarity of objectives/sense change necessary-Focus on non-achievers/complacent to financial imperative 
9* Strategic steer/set context/minimal interference-Controlling/micromanaging
7 Clarity of objectives/sense change necessary-Focus on non-achievers/complacent to financial Imperative
I I  Clarity of objectives/Open culture/new ways encouraged-Closed culture/ status quo maintained/no challenge 
permitted
7 Clarity of objectives/sense change necessary-Focus on non-achievers/complacent to financial imperative 
12 Strong leadership/ focus on corporate objective not personalities-Personality driven/subjective/
6 Regard professional accountability as a block-Align professional & organisational objectives
7* Focus on non-achievers/complacent to financial Imperative-Clarity of objectives/sense change necessary
5 Strong leadership motivated followers-Bureaucracy/little ownership/administered not managed
11 Clarity of objectives/Open culture/new ways encouraged-Closed culture/ status quo malntained/no challenge 
permitted
5 Strong leadership motivated followers-Bureaucracy/little ownership/administered not managed
8 'Can do attitude'-Failure to take responsibility/blind to impending disaster
5 Strong leadership motivated followers-Bureaucracy/little ownership/administered not managed 
6* Align professional & organisational objectives-Regard professional accountability as a block 
4 Risk takers/strong leadership-Paralysing/risk averse/stick to party line
7 Clarity of objectives/sense change necessary-Focus on non-achievers/complacent to financial imperative
4 Risk takers/strong leadership-Paralysing/risk averse/stick to party line
5 Strong leadership motivated followers-Bureaucracy/little ownership/administered not managed
1 One team/Absence of prehistory/clean sheet/less baggage-Combined two teams unsuccessfully 
5 Strong leadership motivated followers-Bureaucracy/little ownership/administered not managed
2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics 
3* Devolving of control with accountability-Centralised control/attention to detail what-how
81.0%
2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics 
9* Strategic steer/set context/minimal interference-Controlling/micromanaging 
2 Task focus/clarity of roles/focused energy of team-Lack team focus/wasted time on team dynamics
12 Strong leadership/ focus on corporate objective not personalities-Personality driven/subjective/
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